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TO ESTABLISH A DEPARTMENT OF HEALTH 





FRIDAY, FEBRUARY 29, 1952 


Unitrep States SENATE, 
SUBCOMMITTER ON REORGANIZATION 
OF THE COMMITTEE ON EXPENDITURES 
IN THE Executive DepaRTMENTS,' 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to call, in room 
357, Senate Office Building, Senator Herbert R. O’Conor (chairman 
of the subcommittee) presiding. 

Present: Senators O’Conor, Underwood, Mrs. Smith of Maine, 
Schoeppel, and Dworshak. 

Present also: Walter L. Reynolds, chief clerk, and Ann M. Grickis, 
assistant chief clerk, full committee. 

Senator O’Conor. Will the hearing please come to order? 

Senator Smith and Senator Schoeppel, we shall proceed with the 
consideration of S. 1140 by the subcommittee. In that connection, 
in order to open the record, I have a brief statement, which I shall 
file. I shall also insert a copy of S. 1140, as well as a committee staff 
memorandum, with appendixes, which analyzes the bill, and a staff 
memorandum which contains comments of the various agencies op 
the bill, so that there will be a complete opening statement by way of 
preface. 

(The material referred to is as follows:) 


STATEMENT BY SENATOR O’CoNnorR AT OPENING oF Hearincs Upon 8S. 1140 


S. 1140, upon which we begin hearings today, if enacted, would create a new 
executive department of Government, a Department of Health in which would 
be consolidated all major Government medical activities. 

The very size of the Nation’s medical system, its importance to the health of 
our citizens in every walk of life, and its vital essentialitvy to the welfare of the 
Nation as a whole make this a matter to which the most thoughtful consideration 
must be given by the Congress, by the Government agencies involved, and by all 
others concerned. 

The medical obligations of the Government today are large. Their expansion 
within the last decade, chiefly as an aftermath of World War II, has been ten- 
fold. The Government provides varying degrees of direct medical care to some 
24,000,000 beneficiaries, or about one-sixth of our population, of which 18,500,000 
are veterans. Five large agencies, the Army, Navy, Air Force, Veterans’ Ad- 
ministration, and Public Health Service, and more than a score of smaller agencies 
expend in excess of $2 billion annually for hospitals, medical facilities, and treat- 
ment for the beneficiaries they serve. 

Recent statistics indicate that 1 of every 15 doctors in the United States is in 
Government service of some kind, and that 3 of every 30 registered nurses like- 
wise are in Government service. Further, it has been estimated that 2 in every 
23 doctors new in private practice will be required to staff the military forces 
projected for the immediate future. All these factors result in the conclusion of 
many that we must manage our medical facilities with the greatest of economy, 
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with maximum efficiency, and the least waste of medical manpower and resources 
if we are to meet the demands the present emergency has placed upon us. 

The Hoover Commission, from whose recommendations 8. 1140, the proposal 
we are considering today, originated, in reporting to the Congress upon expansion 
of the Government’s medical activities stated: 

“The Government is moving into uncalculated obligations without an under- 
standing of their ultimate costs, of the lack of professional manpower available 
to discharge them, or of the adverse effect upon the hospital system of the 
country.” 

In its approach to solution of this problem, the Commission held as funda- 
mental and whatever care the Government provides must be of the highest 
quality. It maintained further that safeguarding the health of the Nation de- 
mands not only the maximum employment of present scientific knowledge to 
control disease, but of constant scientific research to the maximums of available 
resources to prevent disease. In other words, the Commission held that the 
Nation’s health can best be protected by using every means to prevent disease 
than by providing unlimited hospitalization to treat it. However, the Commis- 
sion contends that attainment of these objectives is impossible under the existing 
Government organization of traditionally separated medical services. 

To overcome the extravagance, inefficiency, diversifications, and duplication 
which the Hoover Commission reported as the major obstacles to better manage- 
ment of our medical resources, the Commission proposed the consolidation of all 
Federal medical activities in a single United Medical Administration, which has 
since been elevated by the provisions of 8. 1140 to Cabinet status as a Department 
of Health. 

Not all who are concerned are in complete agreement with this proposal. 
tepresentatives of the Army, the Navy, the Air Force, the Veterans’ Adminis- 
tration, and the Federal Security Agency have expressed opposition in varying 
degrees. Some fear integration would destroy the specialized independence of 
certain medical services; others that research, preventive medicine, and medical 
training might be swallowed up by such a gigantic hospital plant; and still others 
believe that the over-all consolidation would gravely impair the quality of the 
service provided by the now separated programs. 

We will be interested in hearing views as to whether the proposed changes 
involve more than merely an administrative consolidation of separated functions, 
and whether changes in Federal medical policy are also involved. 

Before call'ng our first witress, I should like to insert in the record (1) a copy of 
S. 1149; (2) Conmittee Staff Memorandum No. 82-2-15, with appendixes, which 
analyzes the b'll; and Staff Memorandum No. 82-1-31 which contains comments 
of agencies upon the bill. 


{[S. 1140, 82d Cong., Ist sess.] 


A BILL Toestablish and to consolidate certain hospital, medical, and public health functions of the Govern- 
ment ina Department of Health 


Be it enacted by the Senate and House of Re prese ntatives of the United States of 
America in Congress assembled, That this Act may be cited as the ‘‘ Department of 
Health Act.”’ 

DEPARTMENT OF HEALTH 


Src. 2. (a) There shall be at the seat of government an executive department 
to be known as the Department of Health, and a Secretary of Health, who shall 
be the head thereof, who shall be appointed by the President, by and with the 
advice and consent of the Senate. Section 158 of the Revised Statutes is amended 
to inclide the Department of Health and the provisions of so much of title IV of 
the Revised Statutes, as now or hereafter amended, as is not inconsistent with this 
Act shell be applicable to the Department of Health. 

(b) There shall be in the Department of Health three Assistant Secretaries, who 
shall be appointed by the President, by and with the advice and consent of the 
Senate, and who shal! perform such functions as the Secretary shall direct. 

(c) The Secretary shall establish special advisory and other committees and 
groups composed of members of the medical and allied scientific professiors, whose 
dutv shall be to advise the Secretary, or such officers of the Department of Health 
as the Secretary may designate, with respect to matters pertinent to the duties of 
the Department of Health. The number, terms of service, compensation, and 
allowances to members of such advisory committees and groups shall be prescribed 
by the Secretary. 
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(d) The Department of Health shall be entitled to the free use of the United 
States mails to the same extent as other executive departments. 
(e) The Secretary shall make an annual report to the President and to the 
Congress. 
GENERAL POWERS AND DUTIES 


Sec. 3. The Secretary, through the Department of Health, shall have the 
function of 

(1) operating, subject to the provision of this Act and other applicable 
provisions of law (including the provisions relating to the hospitalization 
and medical and health care of veterans), the hospital, health, clinical, and 
research facilities transferred to the Department of Health by this Act; 
and the Secretary shall so exercise his functions under this paragraph as to 
insure that hospitalization shall.at all times be speedily available for all 
veterans with service-connected disabilities; 

(2) conducting the publie health activities of the United States trans- 
ferred to the Department of Health by this Act, and, to the extent authorized 
by law, encouraging, cooperating with, and rendering assistance to other 
appropriate public authorities, scientific institutions, and scientists in the 
conduct of, and promoting the coordination of, research, investigations, 
experiments, demonstrations, and studies relating to the causes, diagnosis, 
treatment, control, and prevention of physical and mental diseases and 
impairments of man; 

(3) conducting the residency and internship program, provided for under 
seetion 14 (b) of the Act of January 3, 1946 (59 Stat. 679), as amended. 


ADVISORY BOARD 


Sec. 4. (a) There is hereby established an advisory board to the Secretary, 
consisting of the Secretary of Defense, the Administrator of Veterans’ Affairs, 
and the Surgeon General of the Public Health Service, or their designated repre- 
sentatives. The Secretary shall meet with the advisory board at least once in 
each calendar month, and consult with such board with regard to policies and 
proposed policies of the Department of Health. 

(b) The advisory board is authorized to emplov an executive secretary, and 
such clerical and stenographie personnel to assist the executive secretary as may 
be necessary. 


CONSOLIDATION OF MEDICAL AND HOSPITAL FUNCTIONS IN THE DEPARTMENT 


Sec. 5. (a) There shall be transferred to the Department of Health— 

(1) the Public Health Service together with its facilities, and all functions 
of the Federal Security Administrator in relation thereto; 

(2) the Department of Medicine and Surgery of the Veterans’ Adminis- 
tration, all hospitals of the Veterans’ Administration, all facilities of such 
Administration for out-patient services to veterans, and all functions of the 
Veterans’ Administration and the Administrator of Veterans’ Affairs in 
relation to the foregoing, except that there shall not be transferred to the 
Department of Health any functions relating to the establishment of eligi- 
bility of veterans for hospitalization or medical or health care; 

(3) all general hospitals of the Army in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary 
of the Army to be retained as an Army medical center; all station hospitals 
of the Army in the continental United States (excluding Alaska) except 
station hospitals at outlying posts designated by the President as being so 
located that other hospitals of the Department of Health would not be near 
enough to provide the care required; and all functions of the Secretary of 
Defense, the Secretary of the Army, and the Surgeon General of the Army 
in relation to the foregoing; 

(4) All general hospitals of the Navy in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of 
the Navy to be retained as a Navy medical center, all dispensaries of the 
Navy in the continental United States (excluding Alaska) denominated 
“‘general dispensaries’”’; and all other dispensaries of the Navy in the conti- 
nental United States (excluding Alaska) except dispensaries at outlving 
posts designated by the President as being so located that other hospitals 
of the Department of Health would not be near enough to provide the care 
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required; and all functions of the Secretary of Defense, the Secretary of the 
Navy, and the Surgeon General of the Navy in relation to the foregoing; 

(5) all station hospitals of the Air Force in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary 
of the Air Force to be retained as an Air Force medical center, and except 
station hospitals at outlying posts designated by the President as being so 
located that other hospitals of the Department of Health would not be near 
enough to provide the care required; and all functions of the Secretary of 
Defense, the Secretary of the Air Force, and the Air Surgeon in relation to 
the foregoing; 

(6) the four civilian hospitals in the Canal Zone under the jurisdiction 
of the Panama Canal, the dispensaries, clinics, health centers, laboratories, 
and other facilities of the Department of Health of the Canal Zone, and all 
functions of the Panama Canal and such Department of Health in relation 
to the foregoing; 

(7) Saint Elizabeths Hospital in the District of Columbia, and all func- 
tions of the Federal Security Administrator in relation thereto. 

(b) Functions transferred to the Department of Health under subsec.ion (a) 
shall] be vested in the Secretary. and be exercised by him through such officers 
and units of the Department of Health as he may designate. 

(c) The property, records, and unexpended balances of appropriations, alloca- 
tions, and other funds (available or to be made available), and the personnel, 
which the Director of the Budget shall determine relate primarily to the func- 
tions transferred by subsection (a) are transferred to the Department of Health 
for use in the administration of the functions so transferred, except that where 
the Secretary of Defense (in the case of the armed services) or the Administrator 
of Veterans’ Affairs (in the case of the Veterans’ Administraticn) determine that 
certain categories of files and records are needed in the administration of functions 
not transferred by this Act, such files and records shall not be transferred but 
the Adminiscrator, the Secretary of Defense, and the Administrator of Veterans’ 
Affairs she]l jointly prescribe rules and procedures for the maintenance of such 
files and records, for their ready availability to the Secretary of Health, and for 
their utilization by the Secretary in the administration of functions transferred 
to the Department of Health by this Act. Any of the personnel transferred 
which the Secretary of Health shall find to be in excess of the personnel necessary 
for the administration of the functions transferred to the Department of Health 
shal] be retransferred under existing law to other positions in the Government 
or be separated from the service. When personnel of the Armed Forces are 
transferred under this subsection, such transfers shall be only for such periods 
as the President determines may be necessary to assure that the hospitals trans- 
ferred remain at all times adequately staffed. 

(d) Any member of the Army, Navy (including the Marine Corps), or the 
Air Force, or of any reserve component of either when in an active-duty status, 
may be assigned or detailed for duty or training in the Department of Health. 
The assignment or detail, or the transfer, of any such member to the Depart- 
ment of Health shall be without loss of or prejudice to his status in the Army, 
Navy, or Air Force, or reserve component thereof. 


PERSONNEL 


Sec. 6. (a) The Public Health Service transferred from the Federal Security 
Agency, and the Department of Medicine and Surgery transferred from the 
Veterans’ Administration, shall continue as such in the Department of H :alth, 
except that the Department of Medicine and Surgery shall hereafter be known 
as the Veterans’ Medicine and Surgery Service. 

(b) The Secretary is authorized to detail personnel of the Public Health Service 
and of the Veterans’ Medicine and Surgery Service for health or medical duties 
with any other agency of the Government, 


DETAIL OF PERSONNEL 


Src. 7. (a) The Secretary is authorized to place personnel of the Public Health 
Service and of the Veterans’ Medicine and Surgery Service in schools of the 
Army, the Navy, and Air Force, and in civil institutions of learning, with the 
consent of the authorities concerned, for the purpose of increasing the professional 
knowledge or technical training of the personnel of the Public Health Service 
and of the Veterans’ Medicine and Surgery Service, and, subject to available 
appropriations, to pay for tuition, transportation, and educational fees of per- 
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sonnel so placed. A person authorized to attend a course of training shall be 
required to reimburse the Secretary for the expenses thereof if such person volun- 
tarily leaves the Department of Health within a period, beginning with the 
completion of such course, less than three times as long as the period of such 
training. 

(b) Personnel of the Public Health Service and of the Veterans’ Medicine and 
Surgery Service may, with the approval of the Secretary, as part of their duties 
attend meetings of associations for the promotion of medical and related sciences, 
and the Secretary is authorized to pay the expenses, except membership fees, 
of such attendance. 


TEMPORARY OR PART-TIME PERSONNEL 


Sec. 8. The Secretary may employ, without regard to the civil-service laws 
or the Classification Act of 1949, as amended, or any of the cther provisions 
of this Act, physicians, dentists, and nurses on a temporary full-time, part- 
time, or fee basis, and such other professional, technical, clerical, skilled, and 
unskilled personnel on a temporary full-time or part-time basis at such rates of 
pay as he may prescribe. No temporary full-time appointment shall be for a 
period of more than ninety days. 


PLANS FOR UNIFICATION OF PROFESSIONAL HEALTH AND MEDICAL SERVICES 


Src. 9. The Secretary is directed to submit to the Congress, within one year 
after the date of the enactment of this Act, a plan for the consolidation of the 
Public Health Service and the Veterans’ Medicine and Surgery Service into a 
single unified professional health and medical career service. 


EFFECTIVE DATE OF TRANSFERS 


Sec. 10. The transfers provided for in section 5 of this Act shall take effect 
sixty days after the date of the enactment of this Act. 


SENATE COMMITTEE ON EXPENDITURES 
IN THE EXECUTIVE DEPARTMENTS, 
February 25, 19652. 
Staff Memorandum No. 82-2-15. 
Subject: Hearings on 8. 1140 (McClellan et al.), To Establish a Department 
of Health. 

S. 1140, drafted by the Citizens Committee for the Hoover Report, would 
establish a Department of Health in the Federal executive structure, consolidating 
all major Government medical activities therein. 

This bill would directly implement the Hoover Commission’s recommendations 
on Federal medical activities with the exception that it proposes a Cabinet 
Department of Health to embrace the afore-mentioned activities rather than 
an independent United Medical Administration which the Commission orginally 
proposed in its report. The bill in all other aspects is in complete accordance 
with the Hoover report. 

Hearings will be held by the Subcommittee on Reorganization of the Expendi- 
tures Committee, of which Senator O’Conor is chairman, beginning at 10 a. m., 
Friday, February 29, 1952, at which time the Federal Security Administrator, 
the Administrator of Veterans’ Affairs, and a representative of the Department 
of Defense will be heard. The hearings will continue the following week, beginning 
at 2p.m., Monday, March 3. 


MAJOR ISSUES 


The two major issues S. 1140 presents are: (1) The merging together is a single 
department of the Government’s now widely separated medical facilities, and (2) 
the vesting in the head of that department of all responsibility for operation of the 
merged functions. The major provisions of the bill are discussed briefly below. 
A section-by-section analysis is attached as appendix A. 


POLICY CHANGES 


The vesting of all major medical responsibility in a Cabinet officer would 
constitute a drastic change in Federal medical policy which heretofore has been 
expressed by distinctly separate administration of medical facilities for different 
population categories; viz, veterans, the military, and the general public. The 
rearrangement contemplated, therefore, is much more than an administrative 
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consolidation of separated medical services since it involves a broad change in 
medical policy related heretofore to distinctly segregated classes or groups. 


PROPOSED TRANSFERS 


Specific functions¥which would be transferred to a proposed Department of 
Health include (a) the United States Public Health Service, (6) all veterans’ 
hospitals, the Veterans’ Administration medical service, and the VA outpatient 
service, (c) all Army, Navy, and Air Force general hospitals within the United 
States except a separate medical center for each branch, (d) the four Government 
hospitals in the Canal Zone, and (e) St. Elizabeths Hospital in Washington, D. C. 

‘ 
POWERS OF THE SECRETARY OF HEALTH 


In addition to vesting administrative responsibility in the Secretary of Health, 
whom the President would appoint subject to confirmation by the Senate, the 
bill specifically authorizes the Secretary to (a) operate all medical activities 
transferred to the new Department by the act, (b) to conduct all public health 
activities of the United States transferred to the Department by the act, (c) to 
redelegate the functions vested in him to such officers or sections as he may 
designate, (d) to detail personnel from the Publie Health Service to comparable 
duties with any other Government agency, and (e) to retransfer or separate any 
excess personnel transferred to the Department in consolidation of the various 
B2rvices. 

Three Assistant Secretaries to be appointed by the President with consent of 
the Senate would “perform such functions as the Secretary shall direct.” 


FUTURE UNIFICATION OF MEDICAL SERVICES 


Even more closely integrated unification of medical services than provided for 
in the present measure is contemplated in the future by section 9 of the bill. 
Whereas section 6 states that “the Public Health Service transferred from the 
Federal Security Agency and the Department of Medicine and Surgery trans- 
ferred from the Veterans’ Administration shall continue as such in the Department 
of Health.”’ Section 9 states “the Secretary is directed to submit to the Congress 
within 1 year after the date of the enactment of this act a plan for the consolida- 
tion of the Public Health Service and the Veterans’ Medicine and Surgery Service 
into a single unified professional health and medical career service.” 


ADVISORY BOARD 


The bill would create an advisory board to the Secretary to formulate depart- 
mental policies. The board would consist of the Secretary of Defense, the Ad- 
ministrator of Veterans’ Affairs, and the Surgeon General of the Public Health 
Service, or their designated representatives. 


COMMENTS OF AFFECTED AGENCIES 


All major Government agencies which would be affected by the transfers 
involved in the establishment of a proposed Department of Health, as outlined 
above, oppose the bill for reasons given in staff memorandum No. 82-1-31, a 
summary of which is attached as appendix B. 


RECENT LEGISLATIVE HISTORY 


S. 1140 is the fourth bill implementing the recommendations of the Hoover 
Commission proposing the consolidation of medical activities introduced in the 
Congress in recent years. 8S. 2008, which would have consolidated medical 
activities in a proposed Unified Medical Administration, was introduced in the 
Eighty-first Congress by former Senator Thomas of Utah. The Senate Committee 
on Labor and Public Welfare conducted hearings on the measure on April 25, 1950, 
but took no further action before adjournment of the Eighty-first Congress. 
The House Committee on Expenditures in the Executive Departments held 
hearings during the Eighty-first Congress on H. R. 5182, a companion measure 
to S. 2008, but as in the above instance took no further action on the bill. H.R. 
3688, a companion bill to 8. 1140, is now pending before the House Committee on 
Expenditures, with no action anticipated in the immediate future. In addition, 
the Congress has on three occasions in the recent past rejected or failed to take 
action on legislation which would have elevated the Public Health Service along 
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~ 


with other components of the Federal Security Agency to cabinet status by creat 
ing a Department of Welfare embracing those functions. The Senate Expendi- 
tures Committee reported the first measure favorably in the Eightieth Congress, 
but two reorganization plans in the Eighty-first Congress unfavorably, all three 
of which were rejected. 

CONCLUSION 
S. 1140 is certain to be opposed by the Army, Navy, Air Force, Veterans’ 
Administration, and Federal Security Agency which embraces the Public Health 
Service, as well as by the Bureau of the Budget which states that it 
accord with the President’s program for establishment of a Department of Wel- 
fare incorporating health, education, and security. 

In addition, strenuous opposition will come from various veterans’ organiza- 
tions who regard veterans’ medicine as a highly specialized service distinctly 
apart from al] other Federai medical activities. Support will come chiefly from 
members of the medical profession spearheaded by the Citizens Committee for 
the Hoover Report which points to #ross extravagance, costly duplication and 
mismanagement in the Nation’s widely diversified medical plant. 

The major arguments against the bill are contained in the comments of the 
affected agencies, attached as appendix B. Arguments favorable to the measure 
are set forth in the attached summary of the citizens committ 
appendix C. 


is not in 


ee’s position, 


Mites Scu.u, Jr., 
Professional Staff Member. 
Approved: 
Water L. Reynoups, Staff Director. 


APPENDIX A 
SECTION-BY-SECTION ANALYSIS OF S 1140 


i 


Section 1.—Cites act as the “Department of Health Act 


Section 2 (a).—Establishes a Department of Health. Creates tke position of 
Secretary of Health to be appointed by the President with the consent of the 
Senate; (b) establishes three Assistant Secretaries to be appointed by the Presi- 
dent with the consent of the Senate to perform such duties as the 
directs; (c) directs the Secretary to establish special advisory groups from the 
medical profession to advise on matters pertinent to the Department of Health; 
(d) authorizes the Department to free official use of the United States mails; 
1 


Secretary 


(e) directs the Secretary to make an annual report to the President and the 
Congress. 
Section 3.—Authorizes the Secretary of Health to 
(1) Operate, subject to applicable provisions of existing statutes, the 


hospital, health, clinical, and research facilities transferred to the Department 
with the proviso that hospitalization shall be speedily available for all veterans 
with serviece-connected disabilities; : 

(2) Conduct the publie health activities of the United States transferred 
to the Depart ms nt of Health by this act. To encourage, co yperate with, 
and render assistance to other appropriate authorities, scientific institutions 
and scientists in the coordinated conduct of research, investigations 
ments, etc., related to the causes, diagnosis, treatment 
tion of diseases; 


, experi 
, control, and preven- 


(3) Conduet the resideney and internship program provided for under 

section 14 (b) of the act of January 3, 1946 (59 Stat. 679), as amended, 
Section 4 (a).—-Establishes an Advisory Board to the Secretary consisting of 
the Secretary of Defense, the Administrator of Veterans’ Affairs, and the Surgeon 
General of the Public Health Service, or their representatives, to consult upon 
Department of Health policies; (6) authorizes Advisory Board to employ an 
executive secretary with necessary clerical personnel } 

Section 5 (a).—Transfers to the Department of Health 

(1) The Publie Health Service and all functions of the 
Administrator in relation thereto: 

(2) The Department of Medicine and Surgery of the Veterans’ Admin- 
istration, all hospitals of the Veterans’ Administration ineluding outpatier t 
facilities, and all functions of the Veterans’ Administration and the Admin- 
istrator in relation thereto, excepting functions releting to the establishment 
of eligibility of veterans for hospitalization or medical or health care; 





Federal Security 
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(3) All general hospitals of the Army in the continental United States 
except one designated by the Secretary of the Army as an Army Medical 
Center; all station hospitals of the Army in the continental United States 
except outlying station hospitals in designated geographical areas where the 
Department of Health tould not provide proper medical service; and all 
functions of the Secretary of Defense, the Secretary of the Army, and the 
Surgeon General of the Army in relation to the foregoing medical facilities; 

(4) All general hospitals of the Navy in the continental Urited States 
except one designated by the Secretary of the Navy as a Navy Medical 
Center; all Navy dispensaries in the continental United States denominated 
as “‘General”’ dispensaries as well as all other Navy dispensaries, except at 
outlying posts where for geographical reasons the Department of Health 
could not provide the proper medical service; and all functiors of the Secre- 
tary of Defense, Secretary of the Navy, and the Surgeon General of the Navy 
in relation to the foregoing facilities; 

(5) All station hospitals of the Air Force in the continental United States 
except one hospital designated by the Secretary of the Air Force as an Air 
Force Medical Center and except station hospitals at outlying posts where for 
geographical reasons the Department of Health could not provide proper 
medical service; and all functions of the Secretary of Defense, the Secretary 
of the Air Foree, and the Air Surgeon in relation to the foregoing facilities: 

(6) The feur civilian hespitals in the Canal Zcre along with clinics, dis- 
pensaries, health centers, labcratcries and other facilities cf the Department 
of Health cf the Canal Zone and all functions of the Panama Canal and/or the 
Department cf Health in relati>n thereto; 

(7) St. Flizateths Hospitel in the District of Ccelumbia and all functions 
of the Federal Security Administratcr in relation thereto. 

Section 5 (b).—Vests all functions transferred to the Department cf Health by 
Section 5 (a) above in the Secretary cf Health, to be exercised by him through 
such subordinate efficers cr sections as he may designate. 

Section 5 (c).—Transfers all recerds, preperty and funds related to the functions 
transferred by sectirn 5 (a) with certain technical exceptions. Provides that ex- 
cess personnel transferred to the Department cf Health shall be retransferred to 
other Government agencies or separated from the service. Authcrizes President 
to determine length cf transfer pericd fer members cf the Armed Ferces. 

Section 5 (d).—Autherizes assiznment cf any member cf the Army, Navy, 
Marine Cerps or Air Feree, cr any active-duty-status reservist there f, to the 
Department of Health withcut less «f, er prejudice to, his military status. 

Section 6 (a).—Provides that the Public Health Service and the Department of 
Medicine and Surrery cf the Veterans’ Administration “‘shall continue as such”’ in 
the Department. cf Health except that the latter shall be known as the Veterans’ 
Medicine and Surgery Service; ‘>) autherizes Secretary to Cetail Public Health 
Service and Veterans’ Medicive and Surgery Service personnel for health or medical 
duties with any other Government acency. 

Section 7 (a).—Authorizes the Secretary to assign Public Health Service and 
Veterans’ Medicine and Surrery Service personnel to Army, Navy and Air Force 
and civilian educati~nal institutions fer prefessional training. Authorizes Secre- 
tary to pay for tuition, transp-rtati>n and fees related thereto; (b) authorize: the 
above identified personnel to attend meetings of professional associations at public 
expense, excepting fer membership fees. = he ; 

Section 8.— Authorizes Secretary to enpley, without recard to civil service laws, 
doctors, dentists, nurses and other pr° fessional, technical or cleical personnel «n 
a temporary full-time, part-time, cr fee basis, or at such rates as he may prescribe 
providing that no temporary full-time app»intment shall be for more than 90 days. 

Section 9.—Directs the Secretary to submit to the Concress within 1 year after 
enactment cf this act a plan fer consolidation cf the Public Health Service and the 
Veterans’ Medicine and Surgery Service into a single unified professional health 
and medical career service. 

Section 10.—Provides that the transfers in section 5 shall take effect 60 days after 

nactment of the act. 

_ Mixes Scuuu. Jr. 

FEBRUARY 25, 1952. 


Bure 
cerry 
inevit 
were | 
tion a 
“Si 
mate! 
Admi 
rary | 
be reg 
hospi’ 
more 
oor 
fense 
Most 
instal 
the wv 
were 1 
sarily 
servic 
attrac 
“iy 
at ma 
judgn 
in the 
it to 1 
Feder 
‘om 
woulc 
top-le 
grant 
functi 
ordin: 
from 
hospi 
in the 
indivi 
“Tr 
Feder 
be co 
Welfs 
Hoov 
‘The 
are re 
inter 
Agen 
activi 
funct 
“M 
medic 
cappe 
Office 
tiona’ 
Healt 
progr 
Ache: 
Com 
Fede 
progr 
effect 


ESTABLISH A DEPARTMENT OF HEALTH 9 


ApPENDIx B 


EXCERPTS FROM REPORTS OF AGENCIES ON 8. 1140 


Bureau of the Budget 


“The situation observed by the Commission when it made its study was an 
inevitable aftermath of the war. With the end of the war, the Armed Forces 
were left with a large number of war built hospitals, mostly of temporary construc- 
tion and many in isolated locations. 

“Since the Commission completed its study, the hospital situation has improved 
materially. All surplus military hospitals suitable for use by the Veterans’ 
Administration have been transferred to that agency, and the excess of tempo- 
rary military hospitals has been liquidated to the point that some are having to 
be reactivated to meet the expanding needs of the Armed Forces. The veterans’ 
hospital construction program has been cut back substantially on the basis of 
more accurate estimates of requirements. 

“The proposal to transfer the military hospitals from the Department of De- 
fense to a new department of health is open to particularly serious question. 
Most of these hospitals are located at and operated as a part of the military 
installations they serve. Furthermore, they are directly and vitally tied in with 
the whole system of medical service to military personnel. If the hospitals 
were transferred to another department, not only would these relations be unneces- 
sarily complicated, but there is real danger that the quality of military medical 
service would suffer and that the Armed Forces would find it more difficult to 
attract and hold competent and experienced medical personnel. 

“Tnsofar as the Public Health Service is concerned, its activities are interrelated 
at many points with those of other units of the Federal Security Agency. In my 
judgment greater benefits can be obtained by leaving the Public Health Service 
in the agency which administers these units than could be derived by transferring 
it to the type of department provided by 8. 1140.” 

Federal Security Agency 

“The vast hospital system which would be created by S. 1140 unquestionably 
would demand practically the undivided attention of the proposed Depariment’s 
top-level staff to operate and maintain. Medical research, preventive medicine, 
grants-in-aid, and health education—activitics which 1iow constitute a principal 
function of the Public Health Service—inevitably would be dwarfed and sub- 
ordinated, and suffer loss of emphasis and prestige. Any such shift in emphasis 
from research and general health problems to administration of Government 
hospitals would seriously handicap the success of public-health programs which, 
in the main, are directed toward stimulating the efforts of non-Federal groups and 
individuals in promoting the health of the people. 

“In recommending that the present grouping of the health functions of the 
Federal Security Agency with related educational and social-security functions 
be continued and strengthened by placing all such functions in a Department of 
Welfare, Vice Chairman Acheson and Commissioners Rowe and Aiken of the 
Hoover Commission stated (Report on Social Security and Education, p. 40): 
‘The activities included in the functional fields of the (Federal Security) Agency 
are related and interwoven at almost every point. This is especially true in the 
interrelation between the general health functions and the other functions of the 
Agency. Even a superficial examination of the Federal Security Agency’s 
activities will show clearly how they continually overlap and cut across the major 
functional fields of health, education, and security.’ 

“‘Many current legislative proposals, for example, those dealing with aid to 
medical and other professional schools and programs for the physically handi- 
capped, would require close cooperation between the Public Health Service, the 
Office of Education, the Social Security Administration, and the Office of Voca- 
tional Rehabilitation. Transfer of the Public Health Service to a Department of 
Health would seriously impair the integration and balance of existing and proposed 
programs with other programs to which they are related. As Vice Chairman 
Acheson and Commissioners Rowe and Aiken pointed out on page 42 of the Hoover 
Commission’s Report on Social Security and Education: ‘Coordination at the 
Federal level is the key to balanced, economical, and effective State and local 
programs in the health, education, and social-security fields, as well as the key to 
effective Federal administration.’* 
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Veterans’ Administration 


“The proposal runs counter to the historic policy of our Government to treat 
its veterans as a class, deserving of special consideration, through one agency 
charged with the responsibility, to the extent possible, of administering all of their 
various benefit programs. It would open the doors of hospitals established by 
the Government for the care, treatment, and rehabilitation of our disabled veterans 
to additional categories, principally Armed Forces personnel and their dependents 
and merchant seamen. ‘The proposal would have the effect of curtailing the use 
by veterans of the Nation’s hospital plant established for them and impeding the 
efficient handling of claims for compensation, pension, and insurance benefits 
where a physical examination is necessary. 

“Disability compensation and pensions and insurance benefits predicated upon 
disability require more or less complete medical examinations includ'n + hospitali- 
zaticn tor observation. ‘The monthly payments in cases of veterans without 
dependents are subject to reduction while receiving hospitalization or domiciliary 
care. ‘Lhe amounts of monthly payments in many cases are dependent on the 
veterans’ social adaptability requiring field investigations. The feasibility of trial 
home visits looking to complete discharge from the status of a hospital patient 
require investigations of home conditions. Entitlement to new and reinstated 
insurance is often dependent upon proof of insurability proven by medical exam- 
ination. Entitlement to vocational rehabilitation under the provisions of Public 
Law 16, Seventy-eighth Congress, as amended, is dependent upon medical exam- 
ination findings. Entitlement to assistance in acquiring specially adapted housing 
under the provisions of Public Law 702, Eightieth Congress, as amended, is 
dependent upon medical examination and other medical findings. In brief, major 
benefit programs are so dependent upon and integrated with the medical, hospital, 
and domiciliary care programs as to preclude their separation from the Veterans’ 
Administration of which they are a part without disastrous effects on the efficient 
administration of veterans’ benefits. 

‘‘ Experience, as revealed by the historical facts that I have outlined, proves that 
the proposed plan to transfer the medical-care activities, hospital functions, and 
out-patient services of the Veterans’ Administration, will not work without detri- 
ment to the efficient administration of veterans’ benefits. Under the circum- 
stances, I strongly recommend against favorable consideration of the bill.”’ 


Crovernor of Panama Canal 

‘All public health and sanitation activities in the Canal Zone are conducted by 
the Healih Bureau of the Panama Canal, under the direction of the Health 
Direcior, who is appointed by the Governor. The four hospitals which would be 
transferred by the quoted provision « f the subject bill are two general hospitals, 
one mental hospital, and one leprosarium, which are described in more detail 
herein below. 

“The principal functions of the Panama Canal hospitals are to provide in- 
patient and out-patient medical and surgical treatment for employees of th 
Panama Canal, employees of the Panama Railroad Company, which is a Govern- 
ment-owned corporation operated as an adjunct to the Canl, personnel of the 
Army, Navy, and Air Force, civilian employees of the Army, Navy, Air Force, 
; * * * 


and « ther Government agencies. 

“The pr posed transfer to the Department of Health is of course superficially 

reasonal le in that medical activities are involved. However, a minimum of 
a 


analysis and study leads clearly to the conclusion that, in the lizht of the unique 
status «f the Canal enterprise and the Canal Zone, geographically remote from 
the Uni.ed States and involving many special considerations, the proposed transfer 
of healih facilities would result in an intolerable split of authority and responsi- 

lity in respect to activities which, as a practical matter, are not properly sepa- 
rabli 


S 


from the other activiiies administered by the Panama Canal. That is to 
say, the hospitals and health fa:ili.ies inv«lved are an integral part of, and require 
direet coordinaiion with, the larger major purpose of the Canal enterprise, as 
indicated above, and should not be rezarded as independent medical activitie 
Nei. her as a matter of principal nor as a praciical matter may they properly be 
considered a logical part of the over-all medical activities of the Government in 
continental United States and separable from the functions and responsibilities 
of the Panama Canal. 

“The proposed transfer to a separate agency would involve uneconomical dupli- 
cation of facilities for such services and inefficient wasiing ef use of available 
on-the-spot Canal facilities in favor of remote general facilities in the United 
States that are not experienced in problems pertaining to this area.”’ 
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Department of the Navy 


“Tt is a fundamental principle that the military departments must exercise 
administrative and operational control over essential logistic support services and 
facilities in order to insure accomplishment of their tasks of maintaining national 
security. 

‘The provision of medical support and services to the forces of the military 
departments, both afloat and ashore, furnished through the medium of hospital 
dispensaries and attached medical personnel, is an essential integral part of the 
logistic support systems of the Army, Navy, and Air Force in both peace and war. 
‘The removal of medical facilities and personnel outside the sphere of departmental 
administration and control would seriously impair the efficiency and adequacy of 
the logistic support system. 

“The determination of medical facility and service requirements and the dis- 
tribution of those requirements within the military departments are inherent and 
essential to adequate discharge by the armed services of their assigned military 
tasks and missions. 

“Tt is not conceivable that a medical logistic support system operating under 
Ci il direc tion and contro] with ‘borrowed’ personnel could enici ntiy meet 
the preceding criteria without serious, if not chaotic, disruption of 
services. * * *” 


essential 


Mites Scuuu, Jr. 
FEBRUARY 25, 1952 


APPENDIX C 
SUMMARY OF 8. 1140 BY CITIZENS COMMITTEE FOR THE HOOVER REPORT 


The Hoover Commission recommended that there be created a United Medical 
Administration. Legislation to that effect was introduced in the Eizhty-first 
Congress. The instant bill is practically the same as the previous legislation for 
the establishment of a United Medical Administration except that, upon reap- 
praisal, the Ciiizens Committee decided that the size and scope of the Federal 
health functions warrant departmental status. 

Critically necessary objectives of 5. 11 _ are 

First: ‘lo provide better medical care for the beneficiaries of the Federal 
Government’s medical programs. 

Second: To create a better foundation for training and medical service in 
the Federal agencies. 

Third: To reduce the drain of doctors away from private practice. The 
country is now short of doctors. 

bourth: To provide better organization for medical research. 

Fifth: To promote a better state of medical preparedness for war. 


The bill would turn over to the proposed Department of Health all hospital, 
health, and research facilities of the Veterans’ Administration and the Public 
Health Service. = would also transfer to the proposed department all general 


hospitals of the Army and of the Navy and of the Air Force, except one to be 
reserved for each service, but it would not ween minor sta 


tion hospitals, dis- 


pensaries, or other medical facilities connected directly with military or naval 
camps, stations or posts. Also transferred to the new Department of Health 
would be the Public Health Service in toto, ates g responsibiliiies of the 


Federal Government in connection with the Hill-Burion Act, and a few minor 
activities such as Federal hospitals in the Canal Zone. 

The Federal Government now owns and operates the largest hospital and medi- 
cal system in the world. Jurisdiciionally, these operations are split between 
several major agencies, with the result that serious deficiencies exist. Also over 
30 agencies operate minor medical programs on an uncoordinated basis. 

Perhaps the most obvious deticiency was pointed out by the Hoover Commission 
when it said: 

“lhe Government is moving into inealculable obligations without an under- 
standing of their ultimate cost, the lack of available manpower to discharge 
the ‘m, or the adverse effect upon the hospitai sysiem of the country. 

‘Fundamental to all others is the cgnelusion that there tust be over-all 
planning * *- * 

The specific deficiencies in the present system will be detailed in the hearings. 
They urgently call for action by Congress. 


96891—52——-2 











12 ESTABLISH A DEPARTMENT OF HEALTH 


This serious Federal medical and hospital problem exists, and it will continue to 
exist until legislative action is taken. So far, no opponents of the measure have 
(a) denied that present conditions are unsatisfactory, or (b) come up with an 
over-all solution. 

We submit that S. 1140 contains a solution, the only constructive and all- 
embracing solution that has been offered. We do not maintain that it offers the 
only solution. We do maintain, however, tha the problem is sufficiently serious 
so that the Congress should arrive at an answer. 

Mies Scutt., Jr. 

February 25, 1952 





SENATE COMMITTEE ON EXPENDITURES IN THE EXECUTIVE DEPARTMENTS 


Staff Memorandum No. 82-1-31 (Supplement to Staff Memorandum No. 82-1-13) 


Subject: Reports from agencies on 8. 1140 (McClellan, et al.), to Establish a 
Department of Health. 


For the information of members of the committee, the following extracts from 
reports received from Government agencies affected by the various provisions of 
S. 1140 are presented. The complete reports are available in the office of the 
chief clerk. 

Bureau of the Budget 

(Dated May 4, 1951; signed by Frederick J. Lawton, Director:) 

“This bill creates a new Department of Health to be headed by a Secretary and 
three Assistant Secretaries. * * * 

“Except that the new agency would have departmental status, the bill sub- 
stantially conforms to the recommendations of the Commission on Organization 
of the executive branch of the Government for the establishment of a United 
Medical Administration including the Public Health Service and the principal! 
hospital programs of the Government. This recommendation grew out of c>rtain 
conditions in the Federal hospital system which were especially aggravated at the 
time the Commission was making its study and which have since been conside ‘ably 
improved. The most striking of these conditions was the simultaneous existe ce 
of a great excess in available bed capeacity, taking Federal hospitals as a whole, 
and of a vast program for the construction of veterans’ hospitals. Not unatur- 
al.y, it was felt that the consolidation of hospital administration in one agen y 
would go a long way toward avoiding the constru:tion and operation of unnec.. - 
sary hospitals and reduce the waste of Federal funds and medical personnel that 
might result therefrom. 

“The situation obs:rved by the Commission when it made its study was an 
inevitable aftermath of the war. Withthe eid of the war, the Armed Forces were 
left with a large number of war built hospitals, mostly of temporary construction 
and many in isolated locations. As the number of patients dropped more rapidly 
than it was possible to clos? and dispose of these hospitals, the military de >art- 
ments had a large excess of bed capacity over patient load. At the same time 
the Veterans’ Administration experienced the need for a biz increase in permanent 
hos vital facilitiss l»cate 1 in major ceiters of population with considerable bodies 
of medical scecialists upon which to draw. 

“Since the C »mmission completed its study, the hospital situation has improved 
mate-ially. All surplus military hospitals suitable for use by the Veterans’ Ad- 
ministration hive been transferred to that agency, and the excess of temporary 
military hospitals has been liquidated to the point that some are having t» be re- 
aciivated to meet the expanding needs of the Armed Forces. The veterans’ 
hospital construction program has been cut back substantially on the basis of 
more accurate estimates of requirements. In addition, the coordination of hos- 
pital and medical servizes has been improved through the efforts of the Bureau 
of the Budget and within the Department of Defense through the creation of the 
Arned For:es Melic.i Policy Council, headed by a metical offiser in the Ovfice 
of the Secretary of Defense. Studies are in progress looking to further improve- 
ments in the efficiency of Federal hospital and medical services. 

“The proposal to transfer the military hospitals from the Department of De- 
fense to a new Department of Health is open to particularly serious question. 
Most of these hospitals are located at and operated as a part of the military in- 
stallations they serve. Furthermore, they are directly and vitally tied in with 
the whole system of medical service to military personnel. If the hospitals were 
transferred to another department, not only would these relations be unneces- 
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sarily complicated, but there is real danger that the quality of military medical 
service would suffer and that the Armed Forces would find it more difficult to 
attract and hold competent and experienced medical personnel. In addition, 
these hospitals provide the opportunity for medical officers to obtain experience 
in hespital administration which is essential to equip them to handle large-scale 
hospital programs in time of war. 

‘‘While the same considerations do not apply in the case of veterans’ hospitals, 
their removal from the Veterans’ Administration would run counter to the basic 
principle of organization which the Congress has consistently observed for years 
with respect to major veterans’ programs. The centralization of such programs 
in a single agency to deal with veterans’ problems came about as a result of a 
decade of experience with divided administration after World War I and the 
general dissatisfaction with that arrangement. 

‘“Inscfar as the Public Health Service is concerned, its activities are interre- 
lated st many points with those of other units of the Federal Security Agency. 
For example, it cooperates with the Office of Education and the Children’s Bureau 
in the development of school health programs; with the Office of Education on 
general health education; with the Office of Vocational Rehabilitation on the 
physical restoration of the handicapped; with the Bureau of Public Assistance on 

yrotlems of medical care for the needy; and with the Children’s Bureau on child 
ealth and welfare programs. In my judgment greater benefits can be obtained 
by leaving the Public Health Service in the agency which administers these units 
than could be derived by transferring it to the type of department provided by 
S. 1140. Also, there is the danger that the proposed Department of Health would 
be so preoccupied with its vast hespital programs that public health and pre- 
ventive medicine activities would not receive the attention which their importance 
merits. 

3ecause of the many interrelations among health, education, and social 
security activities and the desirabilitv of developing a center capable of dealing 
broadly with problems of human well-being, the President has long recommended 
the establishment of a Department of Health, Education, and Security. Conse- 
quently, you are advised that S. 1140 would not be in accord with the program of 
the President.’ 
Federal Security foe 

(Dated May 1, 1951; signed by Oscar R. Ewing, Administrator:) . 

“The bill eit establish a new De partment of Health at Cabinet level and 
would transfer to it all hospitals and outpatient facilities of the Veterans’ Adminis- 
tration and practically all general end station hospitals of the armed services in 
continental United States, except Alaska. (One hospital would be retained as a 
medical center by each of the three armed services, as well as facilities outside 
continental United States and in outlying posts where the new Department could 
not provide adequate service.) The bill would also transfer the Public Health 
Service to the new Department, including not only its hospitals but also all its 
functions in the field of medical research and all its Federal-State public health 
activities. Saint Elizabeths Hospital likewise would be transferred to the new 
Dep ariment, as would the four civilian hospitals in the Canal Zone. 

‘The Secretary of Health and three Assistant Secretaries wou!d be appointed 
by the President with the advice and consent of the Senate. The Secretary 
would be assisted by an advisory board consisting of the Secretary of Defense, the 
Administrator of Veterans’ Affairs, and the Surgeon General of the Public Health 
Service, or their designated representatives. Also assisting the Secretary would 
be special advisory and other committees composed of members of the medical 
and allied scientific professions. The bill directs the Secretary of Health to 
submit to Congress within a vear after enactment of the bill, a plan for the con- 
solidation of the Public Health Service and the Veterans’ Medicine and Surgery 
Service into a single unified professional health and medical career service. The 
Pubiie Health Service and the Veterans’ Administration Department of Medicine 
and Surgery would continue as such in the new Department of Health. The bill 
also would authorize training of personnel of the Public Health Service and the 
Veterans’ Medicine and Surgery Service in facilities of the Armed Forces and in 
civilian institutions. Training of armed service personnel in the new Department 
also would be authorized. 

“In most respects, the provisions of 8. 1140 follow the recommendation of the 
Commission on Organization of the Executive Branch of the Government, as 
presented in the Commission’s Report on Medical Activities (H. Doc. No. 128, 
8lst Cong.). SS. 1140, however, would establish a Department of Health with 
Cabinet status, where as the Commission’s report recommended the establishment 
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of an additional independent agency of Government to be known as the United 
Medical Administration. Also, this Commission’s report, as well as its report on 
General Management of the Executive Branch, called for centralization of full 
responsibility in the head of the new agency, which is inconsistent with the bill’s 
provisions for preservation of the existing status of the Public Health Service and 
the Department of Medicine and Surgery of the Veterans’ Administration. 
Finally the advisory board is differently constituted under the bill from the 
recommendation of the Commission. 

“In my letter to vou of July 14, 1949, I commented in some detail on the Com- 
mission’s recommendation for transfer of the Public Health Service to a United 
Medical Administration. On July 10, 1950, 1 reported to the chairman of the 
Senate Committee on Labor and Public Welfare on 8. 2008 (81st Cong.), which 
would establish a United Medical Administration and transfer the Public Health 
Service and the hospitals of the Veterans’ Administration and of the armed serv- 
ices to that agency. I would like to repeat the views which I expressed in these 
earlier reports and which are equally relevant to the provisions of 8. 1140. 

“The vast hospital system which would be created by 8. 1140 unquestionably 
would demand practically the undivided attention of the proposed Department’s 
top level staff to operate and maintain. Medical research, preventive medicine, 
grants-in-aid, and health education—activities which now constitute a principal 
function of the Public Health Service—inevitably would be dwarfed and subor- 
dinated, and suffer loss of emphasis and prestige. Any such shift in emphasis 
from research and general health problems to administration of Government 
hospitals would seriously handicap the success of public health programs which 
in the main, are directed toward stimulating the efforts of non-Federal groups and 
individuals in promoting the health of the people. 

‘*Furthermore, may | emphasize that the health activities of the Nation cannot 
be considered by themselves. Matters of health, education, social insurance and 
welfare are fundamentally and operationally intertwined. This is clearlv recog- 
nized in the definition of heaith of the World Health Organization which is quoted 
on several occasions in the Task Force Report on Public Welfare prepared for the 
Hoover Commission: ‘Health is a state of complete phvsical, mental, and social 
well-being, not merely the absence of disease and infirmity 

“In recommending that the present grouping of the health functions of the 
Federal Security Agency with related educational and social security functions 
be-continued and strengthened by placing all such functions in a Department of 
Welfare, Vice Chairman Acheson and Commissioners Rowe and Aiken of the 
Hoover Commission stated (Report on Social Security and Education, p. 40): 
“The activities included in the functional fields of the (Federal Security) Agency 
are related and interwoven at almost every point. This is especially true in the 
interrelation between the general health functions and the other functions of the 
Agency. Even a superficial examination of the Federal Security Agency’s activi- 
ties will show clearly how they continually overlap and cut across the major 
functional fields of health, education, and security.’ 

‘*Many current legislative proposals, for example, those dealing with aid to 
medical and other profession ul schools and programs for the phy sically handi- 
capped, would require close cooperation between the Public Health Service, the 
Office of Education, the Social Security Administration, and the Office of Voca- 
tional Rehabilitation. Transfer of the Public Health Service to a Department of 
Health would seriously impair the integration and balance of existing and proposed 
programs with other programs to which they are related. As Vice Chairman 
Acheson and Commissioners Rowe and Aiken pointed out on page 42 of the Hoover 
Commission’s Report on Social Security and Education: ‘Coordination at the 
Federal level is the key to balanced, economical, and effective State and local 
programs in the health, education, and social security fields, as well as the key to 
effective Federal administration.’ 

“While I believe for the forezoing reasons that S. 1140 should not be enacted, 
particularly because of its provision for the transfer of the Public Health Service 
to a Depart nent of Heelth, I realize that that part of the Hoover Commission’s 
Report on the Reorganization of Federal Medical Activities which relates to the 
construction and utilization of hospitals, requires immediate consideration. I 
feel, however, that proper safeguards for the elimination of waste and duplication 
can be established by methods other than those proposed in 8S. 1140, even if it 
should be eventually decided that two medical services are needed—one military 
and the other civilian. 

“Pursuant to established procedure this letter has been submitted to the Bureau 
of the Budget and I am advised by that Bureau that it has no objection to the 
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submission of this report to your committee. The Bureau of the Budget has also 
advised me that the enactment of 8S. 1140 would not be in accord with the program 
of the President.” 

Veterans’ Administration 

(Dated April 17, 1951; signed by Carl R. Gray, Jr., Administrator:) 

“Without indicating all of the other detailed provisions of the bill it is sufficient 
for purposes of this report to state that, if enacted, the bill would bring about a 
separation of the hospitalization and out-patient medical care programs and other 
programs of benefits for veterans which for meny years have heen administered 
as related parts of an integrated system of benefits under the Veterans’ Admin- 
istretion. 

“This proposal stems from the recommendations of the Commission on Organ- 
ization of the Executive Branch of the Government in its Report on Medies 
tivities. It may be observed that in at least one significant aspect the bill 
from the basic recommendation of the Commission, in that the Commission 
recommended a consolidation of Federal medical functions in an independent 
executive agency (the United Medical Administration) while the bill would create 
a new department within the executive establishr ent with a Secretary of Cabinet 
status as its head. 

“The proposal to disintegrate veterans’ programs is not confined to the single 
obiective sought by this bill. The reports of the Commission contain other sig- 
nificant examples of proposals which would have a similar effect. Among other 
things, the Commission recommended the transfer of insurance activities of the 
Veterans’ Administration to a proposed Veterans’ Insurance Corporation, of the 
Veterans’ Administration hospital-construction operations to the Department of 
the Interior, and of the loan-guaranty program to the Housing and Home Finance 
Agency. Each of these recommendations, like that relative to medical activities, 
would contribute toward a widespread dissemination of veterans’ programs and 
largely destroy what has been accomplished by the constructive historical evolu- 
tion hereinafter discussed. 

“The proposal runs counter to the historic poliev of our Government to treat 





its veterans @s a class, deserving of special consideration, through one agenev 
charged with the responsibility, to the extent possible, of administering all of their 
various benefit programs, It would open the doors of hospitals established by the 
Government for the care, treatment, and rehabilitation of our disabled veterans 
to additional categories, principally armed forces personne! and their dependents 
and merchant seamen. The proposal would have the effect of curtailing the use 
by veterans of the Nation’s hospital plant established for them and impeding the 
efficient handling of claims for compensation, pension, and insurance benefits 
where a physical examination is necessary. It is of some significance that section 
3 (1) of the bill directs the Secretary to exercise his functions to insure that 
hos} itelization shall be speedily available for veterans with service-connected 
disabilities, but apparently leaves to his discretion the extent to which facilities 
under his jurisdiction shall be used for hospitalization of eligible veterans with 
nonservice-connected disabilities. 

“The poliev of caring specially for our veterans through a central agency is 
not one which merely sprang un. father, it has had a natural, healthy growth 
from the bitter experience of divided responsibility.” 

(At this point, Administrator Gray presents a detailed history of the Veterans’ 
Administration beginning with the act of October 6, 1917, amending the War Risk 
Insurance Act, and terminating with Public Law 293 of the Seventy-ninth Con- 
gress which established in the Veterans’ Administration a Department of Medicine 
and Surgery, in support of congressional intent to administer veterans’ benefits 
within a single agency.) 

‘Disability compensation and pensions and insurance benefits predicated upon 
disability require more or less comrlete medical examinations including hosritali- 
zation for observation. The monthly payments in cases of veterans without 
dependents ere subject to reduction while receiving hospitalization or domiciliary 
care. The amounts of monthly payments in many cases are dependent on the 
veteran’s social adaptability requiring field investigations. The feasibility of 
trial home visits looking to complete discharge from the status of a hospital 
patient requires investigations of home conditions. Entitlement to new and 
reinstated insurance is often dependent upon proof of insurabilitv proven by medi- 
cal examination. Entitlement to vocational rehabilitation under the provisions 
of Public Law 16, Seventy-eighth Congress, as amended, is denendent upon 
medical examination findings. Entitlement to assistance in acquiring specially 
adapted housing under the provisions of Public Law 702, Eightieth Congress, as 
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amended, is dependent upon medical examination and other medical findings. 
In brief, major benefit programs are so dependent upon and integrated with the 
medical, hospital and domiciliary care programs as to preclude their separation 
from the Veterans’ Administration of which they are a part without disastrous 
effects on the efficient administration of veterans’ benefits. 

“T have not undertaken in this report to discuss the detailed provisions of, or 
technical questions which may arise under, the bill but rather to point out the 
basic underlying factors involved which demonstrate the undesirability and 
impracticability of the proposed legislation. I stand ready, however, to go into 
the details of the bill, should the committee so desire. 

“Experience, as revealed by the historical facts that I have outlined, proves 
that the proposed plan to transfer the medical care activities, hospital functions, 
and out-patient services of the Veterans’ Administration, will not work without 
detriment to the efficient administration of veterans’ benefits. Under the cireum- 
stances, I strongly recommend against favorable consideration of the bill.” 


Governor of Panama Canal (through Secretary of the Army) 

(Dated May 23, 1951; signed by Frank Pace, Jr., Secretary of the Army:) 

“Section 5 (a) (6) of the bill would transfer to the proposed new Department 
of Health: 

“ (6) the four civilian hospitals in the Canal Zone under the jurisdiction of the 
Panama Canal, with dispensaries, clinics, health centers, laboratories, and other 
facilities of the Department of Health of the Canal Zone, and all functions of the 
Panama Canal and such Department of Health in relation to the fore- 
aan: = Foe? 

“The Governor of the Panama Canal is opposed to the transfer of these hospi- 
tals and activities to the proposed Department of Health and recommends that 
bill S. 1140 be amended by deleting section 5 (a) (6) for the reasons outlined in 
a& memorandum on the subject from which the following is quoted: 

** “All public health and sanitation activities in the Canal Zone are conducted 
by the Health Bureau of the Panama Canal, under the direction of the Health 
Director, who is appointed by the Governor. The four hospitals which would be 
transferred by the quoted provision of the subject bill are two general hospitals, 
one mental hospital, and one leprosarium, which are described in more detail 
hereinbelow. Other health facilities and activities of the Health Bureau of the 
Panama Canal include eight dispensaries or clinics located in various communities 
throughout the Canal Zone, five dental clinics, two permanent venereal disease 
treatment clinics, school medical service, visiting nurse service, and one industrial 
first-aid station. The Health Bureau of the Panama Canal performs all sanitation 
functions in the Canal Zone, including public-health inspection of houses and 
restaurants. Quarantine measures are enforced by the Health Bureau, including 
inspection and quarantine control of vessels and aircraft and their passengers, 
crews, and cargo. For the operation of all these facilities approximately 506 
American employees and 1,396 non-United States citizen employees are required, 
including 93 qualified doctors and 212 qualified nurses. 

“The principal functions of the Panama Canal hospitals are to provide in-pa- 
tient and out-patient medical and surgical treatment for employees of the Panama 
Canal, employees of the Panama Railroad Company, which is a Government- 
owned corporation operated as an adjunct to the Canal, personnel of the Army, 
Navy, and Air Force, civilian employees of the Army, Navy, Air Force, and other 
Government agencies, and for the dependents of the foregoing classes; passengers 
and crews of aircraft and ships calling at the Canal Zone; prisoners in Canal Zone 
jails and penitentiary; and other residents of the Canal Z>ne. 

““*Gorgas Hospital is a general medical and surgical hospital located in Ancon 
in the Canal Zone, on the Pacific side of the Isthmus. It is the largest Govern- 
ment hospital in the Canal Zone and functions not only as a general hospital but 
also as a medical center. It has a normal bed capacity of 687, an expanded or 
emergency bed capacity of 1,157, an average in-patient census of 558, and cur- 
rently handles about 98,000 out-patient visits per year. A central laboratory, 
known as the Board of Health Laboratory, is operated in conjunction with Gorgas 
Hospital. This laboratory provides laboratory services for all Panama Canal 
hospitals, and for the dispensaries, the Army, Navy and Air Force, and other 
units of the Government in the Canal Zone. An undertaking department is 
operated by the laboratory to provide for care of the dead, including such morti- 
cian’s services as embalming, preparation of bodies for interment, funeral services, 
and cremation. There are no private hospitals, medical services, or undertaking 
services in the Canal Zone. 
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“ ‘Colon Hospital is a general medical and surgical hospital located in an area 
owned and occupied by the United States (Panama Railroad Company) in the 
city of Colon, Republic of Panama, on the Atlantic side of the Isthmus. It has a 
normal bed capacity of 272, an expanded or emergency bed capacity of 313, an 
average in-patient census of 119, and handles approximately 30,000 out-patient 
visits per year. 

**‘Corozal Hospital is a neuro-psychiatric and domiciliary hospital located on 
the Pacific side of the Isthmus. Its principal functions are to provide mental 
treatment for all classes of perscns eligible for treatment in other hospitals of the 
Health Department, and domiciliary care for aged and indigent persons. The 
hespital has a normal bed capacity of 487, an expanded or emergency bed capacity 
of 534, and an average in-patient census of 365. There is no organized out-patient 
service at this hospital. Extensive occupational therapy and farm operations 
are engaged in by the patients at Corozal Hospital. 

‘**Palo Seco Leper Colony is maintained for the treatment of lepers and is 
located on the shores of Panama Bay, in the Canal Zone, on the Pacific side of the 
Isthmus. It has 113 patients at the present time. The patients of the leper 
colony also engage in farm operations and other forms of occupational therapy. 

‘« Since early construction days the hospitals and health facilities mentioned 
above have been operated and maintained as an integral part of the Panama 
Canal, an independent Government agency, which is charged with responsibility 
for the care, maintenance, sanitation, operation, and protection of the Panama 
Canal and the government cf the Canal Zone. The Panama Canal hospitals and 
health facilities are inextricably related to the major purpose of the Canal enter- 
prise, namely, the operation of the Canal, and are necessary to the centralized 
administration of that enterprise and of the government of the Canal Zone as an 
adjunct thereto, which administration involves basic responsibility for the all- 
important health and sanitation in this tropical area, including treaty commit- 
ments regarding health and sanitation in the terminal cities of Panama and Colon 
in the Republic of Panama adjacent to the Canal Zone. The withdrawal of such 
hospitals and health facilities from the control of the agency charged with the 
conduct of the Canal enterprise and the government of the Canal Zone would be 
inconsistent with the Hoover commission’s basic principles of efficiency, central- 
ization of authority, and grouping of activities in accordance with major purposes 
in order to give a coherent mission to each agency. 

‘**The proposed transfer to the Department of Health is of course superficially 
rezsonable in that medical activities are involved. However, a minimum of 
analysis and study leads clearly to the conclusion that, in the light of the unique 
status of the Canal enterprise and the Canal Zone, geographically remote from the 
United States and involving many syecial considerations, the proposed transfer 
of health facilities would result in an intolerable split of authority and responsi- 
bility in respect to activities which, as a practical matter, are not properly sepa- 
rable from the other activities administered by The Panama Canal. That is to 
s2y, the hospitals and health facilities involved are an integral part of, and require 
direct coordination with, the larger major purpose of the Canal enterprise, as 
indicated above, and should not be regarded as independent medical activities. 
Neither es a matter of principle nor as a practical matter may they properly be 
considered a logical part of the over-all medical activities of the Government in 
continental United States and separable from the functions and responsibilities 
of The Panama Canal. 

** “As an illustration of the necessity for direct coordination of health facilities 
with the other central administration of the Canal enterprise, it is to be noted that 
under present laws and Executive orders employees of The Panama Canal, and 
its adjunct, the Panama Railroad Company, on the Isthmus receive free hospitali- 
zation and medical care as part of the conditions of employment. 

“*The Health Bureau of The Panama Canal efficiently utilizes the experienced 
services of the rest of the Canal organization in respect, for example, to procure- 
ment of supplies and equipment; construction and maintenance of physical plant; 
recruitment and administration of personnel; budgeting, accounting, and auditing; 
etc. The proposed transfer to a separate agency would involve uneconomical 
duplication of facilities for such services and inefficient wasting of use of available, 
on-the-spot Canal facilities in favor of remote general facilities in the United States 
that are not experienced in problems pertaining to this area. 

“As a matter of information, as as bearing on the special considerations in- 
volved in the administration of hospitals and health facilities in the Canal Zone, 
as contrasted to the general administration of the Government’s medical activities 
in the continental United States, it is noted that the great majority of patients 











18 ESTABLISH A DEPARTMENT OF HEALTH 


in Panama Canal hosritals are non-United States citizens native to Panama and 
other nearby countries. 95 percent at Corozal, 100 percent at Palo Seco, and 75 
percent at Gorgas and Colon sre Pansamanians or other aliens. 

“Tn its report on medics] activities, the Hoover Commission stated that one 
of the advantages of unification ef Federal medical services would be that there 
“would be central supervisicn cf the major Feders] medical care, public health, 
and medical-research activities. Unified responsibility is the key to good manage- 
ment. The President, the Congress, and the public could look to one man for 
results.’”? This office submits that, as properly applied to the situation under 
discussion, this advantage would f-llow only from retention ef the Panama Canal 
hospitels and medical services as an integral part of the Canal enterprise under the 
centralized supervision cf the Governer of The Panama Canal who has and should 
continue to have the unified responsibility for the operation and maintenance of 
the Canal and the Government of the Canal Zone, including health and sanitation. 
It is noted that in aceordance with the reeommendations of the Hoover Com- 
mission the subject bill would net affect the present status of Armed Forces 
hespitals overseas, including the Canal Zone, the hospitals of the Bureau of 
Priscns, the hospitals of the Bureau of Indian Affairs, and certain other hospital 
functions such as those incident to the operations of the Tennessee Valley Author- 
ity and the Atomic Energy Commission. It is assumed that the reasons for 
these exceptions include the remoteness and special considerations invelved in the 
operation of Armed Forces hespitels outside the continental United States, and 
the fact that the hospitals cf the other agencies specifically mentioned are integral 
parts of the coordinated activities of each agency, serving its major purpose in a 
manner which serves to differentiate such hospital functions from the general 
medical activities of the Federal Government which it is proposed to unify in a 
Department of Health. It is submitted that such reasons for the exceptions apply 
with equal or greater force to Panama Canal hospitals and medical activities. 

***Also, the phrase ‘‘and other facilities cf the Department of Health cf the 
Canal Zene”’ in the subject previsicn cf the pending bill, is objectionably general 
and indefinite since the varied facilities and functions of the present Health 
Bureau (fermerly known as the Heelth Department cof The Panama Canal) 
include many facilities and functicns that are believed not to be within the 
intended scope cf the proposed transfer: for examnle, maritime quarantine; 
immizration contre] and administration; garbage ellection and disposal in the 
cities cf Panama and Celen in the Republic cf Panama; extensive melsrial- 
mosquito and yellew-fever contre] in the Canal Zone and in the Republic of 
Panama; street cleaning in the cities of Celen and Panama in the Republic. The 
heelth and sanitaticn activities in the cities cf Cclon and Panama in the Republic 
of Panama are derived from the provisions ef the second paragraph of article VII 
of the 1903 Treaty with Panama to the effect that the Republic shall comply with 
the sanitary (health) ordinances whether of a preventive or curative character 
prescribed by the United States, and that the United States has the right and 
authority to enforce the same in case the Government of Panama is unable or fails 
in its duty to enforce such compliance. The practical administration cf this 
international agreement is a respensibility ef The Panama Canal, which acts 
through its Health Bureau. Incidentally, it should be pointed out that there is 
no ‘Department of Health ef the Canal Zene”’ and that the intended reference in 
the subject bill is to the Health Bureau of The Panama Canal. 

“Tt is desired to point out also that beginning July 1, 1951, pursuant to 
Public Law 841, Eighty-first Congress. The Panama Canal, including its Health 
Bureau, will become a financially self-susteining agency of the Government, sup- 
ported by tolls and other revenues available to it. Loss of control over the 
expenses of the Health Bureau through centralization in the proposed Depart- 
ment of Health would result in an impossible situation with respect to the deter- 
mination of the proper rates to charge shipping for the use of the Canal. 

“In view of the foregoing, it is urgently recommended that paragraph (6) of 
section 5 (a) of the bill S. 1140 be stricken, and that similar action be taken in 
the case of any other bills containing a similar objectionable provision.’ 

“T concur in the views and recommendations of the Governor of the Panama 
Canal.” 


Department of the Navy (on behalf of the Department of Defense) 
(Dated June 1, 1951; signed by Dan A. Kimball, Acting Secretary of the Navy:) 
“Your request for comments on S. 1140, “To establish and to consolidate certain 
hospitel, medical, and public health functions of the Government in a Department 
of Health’ has been assigned to this Department by the Secretary of Defense for 
a report thereon expressing the views of the Department of Defense. 
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“The purpose of the measure is stated in the title. The principal effect of the 
bill, insofar as the Department of Defense is concerned, would be to transfer from 
the Armed Forces to the Department of Health almost all Army, Navy, and Air 
Force hospitals and dispensaries within the continental United States, thus re- 
moving from the armed services the control and provision of certain elements of 
their required logistic support and the operating personnel therefor. 

“One of the most attractive inducements for a career in the armed services at 
present is the high caliber of the medical attention which has been afforded. To 
the man who is in a combat zone in time of war, the knowledge that proper 
medical care is available is one of the strongest supports to his moral and physical 
courage. The bill would seriously affect the incentive or desire of doctors, 
dentists, and nurses for a career in the armed services. It would be difficult 
for them to consider themselves part of the armed services inasmuch as the vast 
majority of them would be on duty with the Department of Health and under 
the supervision and control of an administrative agency having no connection 
with the Department of Defense. Likewise, the training of medical and dental 
officers, nurses, and enlisted personnel in medical research and preventive medicine 
would of necessity be so limited as to be of little value. 

“It is a fundamental principle that the military departments must exercise 
administrative and operational control over essential logistic support services and 
facilities in order to insure accomplishment of their tasks of maintaining rational 
security. This principle was recognized by the Congress in the National Security 
Act, the ‘declaration of policy’ or ‘purpose’ section of which reads in part as 
follows: 

‘““In enacting this legislation, it is the intent of Congress to provide three 
militery departments with their assigned combat and service. components.’ 

“The provision of medical support and services to the forces of the military 
departments, both afloat and ashore, furnished through the medium of hospitals, 
dispensaries and attached medical personnel, is an essential integral part of the 
logistic support systems of the Army, Navy, and Air Force in both peace and war. 
The removal of medical facilities and personnel outside the sphere of departmental 
administration and control would seriously impair the efficiency and adequacy of 
the logistic support system. This system, because of the inherent peculiarity of 
mobilization and tactical requisites and the developments and specialization in 
techniques and implements of war, demands maintenance of maximum flexibility 
and fluidity whether within the continental United States or in overseas areas 

“The determination of medical facility and service requirements and the 
distribution of those requirements within the military departments are inherent 
and essential to adequate discharge by the armed services of their assigned mili- 
tary tasks and missions. Medical logistic support must be particularly responsive 
to the needs of the Army, Navy, and Air Force, in order to 

“(a) Meet the medical requirements of the forces in the field and the 
operating fleets especially in time of war. 

“(b) Meet the needs of wartime expansion without organizational adj 
ments and reassignments of functions. 

‘“(c) Meet the requirements for strategical and tactical dispersion of stocks, 
services, personnel, and records. 

‘“‘(d) Be immediately responsive to radical changes in technological develop- 
ments and operational demands. 

‘It is not conceivable that a medical logistic support system operating under 


civil direction and control with ‘borrowed’ personnel could efficiently meet the 
preceding criteria without serious, if not chaotic, disruption of essential services 
under mobilization conditions and loss of service efficiency through the foreed 
utilization of personnel lacking in training, indoctrination, and esprit de corps so 
necessary in a military organization. 

“In view of the foregoing, the Navy Department, on behalf of the Department 
of Defense, strongly recommends against the enactment of S. 1140, which legis- 
lation, it is believed, would have a serious impact on the morale and efficiency 
of the personnel of the Armed Forces.” 

Mites Scutt., Jr., 
Profe ssional Staff Member. 
Approved: 


Water L. Reynoups, Staff Director. 
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Senator O’Conor. Now, we are very pleased to have with us 
today Mr. Oscar R. Ewing, our Federal Security Administrator. 

Mr. Ewrna, we shall be indebted to you if you will proceed with 
your discussion. I think you do have a prepared statement. 


STATEMENT OF OSCAR R. EWING, FEDERAL SECURITY 
ADMINISTRATOR 


Mr. Ewrna. Yes, Senator. 

Senator O’Conor. Would it be your desire to complete it in full 
before being interrogated? 

Mr. Ewina. Whichever is more convenient for members of the 
subcommittee, Mr. Chairman. 

Senator O’Conor. All right. Will you proceed, please? 

Mr. Ewrnea. Mr. Chairman and members of the subcommittee; 
I welcome the opportunity to present my views on S. 1140, a bill to 
reorganize major activities of the Federal Government in the field 
of health. As head of the Federal Security Agency I am familiar with 
and vitally interested in the great health programs which are now 
administered in our agency by the Public Health Service, and I am 
keenly aware of. the importance of these programs to the health of the 
people of this country. These and other health activities of the Federal 
Government deserve to be administered under the most efficient and 
effective organizational machinery that the considered judgment of 
sincere and able men can devise. While I do not agree with the 
reorganization proposals in S. 1140, it nevertheless deserves most 
careful consideration by your subcommittee. 

S. 1140 would transfer from the Veterans’ Administration, the 
Department of Defense, and the Federal Security Agency, major 
segments of the health functions now administered i in those agencies 
and would consolidate the transferred functions in a single agency 
having the status of an executive department to be called the Depart- 
ment of Health. The functions which would thus be transferred and 
consolidated are of two related but distinct types. Largest in terms 
of appropriations, personnel, and facilities involved are the medical 
and hospital care activities carried on in behalf of special groups such 
as servicemen, veterans, merchant seamen, and others in whose health 
the Federal Government recognizes a special concern or responsibility. 
Smaller in size but more significant to the health of the people as a 
whole are the public health and medical research activities of the 
Public Health Service which would likewise be transferred to the new 
department. 

You will note that the transfers and consolidations to be accom- 
plished by the bill are not complete in that there would be left in each 
of the affected agencies major health functions, or functions in which 
matters of health are intimately involved. For example, the Veter- 
ans’ Administration would continue to be responsible for administer- 
ing disability compensation and vocational rehabilitation for veterans; 
the Department of Defense would continue to operate its medical 
services without benefit, however, of its general hospitals; while the 
Federal Security Agency would be left with the public health programs 
of the Children’s Bureau, its vocational rehabilitation program, and 
other programs having important health applications such as the pub- 
lic assistance programs. 
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My position on this bill can be simply stated. As Federal Security 
Administrator I am concerned principally with the provisions of this 
bill which would transfer from the Federal Security Agency the Public 
Health Service and the programs it administers in the field of preven- 
tive medicine and medical research. I am in favor of the bill insofar 
as it would confer departmental status upon these programs of the 
Public Health Service, but 1 am strongly opposed to the severance of 
these functions from other closely related activities which the Federal 
Government undertakes in the behalf of the health, education, secu- 
rity, and welfare of all the people, and to their transfer to a huge med- 
ical care agency such as would be set up under this bill. I believe 
that the soundest and only feasible way to achieve departmental 
status for the health functions of the Public Health Service is by ele- 
vation of the Federal Security Agency, with all the functions for which 
it is now responsible, to the status of an executive department. 

Apart from the hospitals it maintains for seamen and other groups, 
the Public Health Service programs which would be affected by this 
bill are the medical research programs—cancer, heart disease, dental 
disease, mental health, arthritis and the like—the public health pro- 
grams such as the quarantine and inspection activities of the Service 
and the programs to assist the States in the development of State 
and local public health services, the hospital construction program, 
and the water pollution control program. 

These programs are intertwined at every point with all the other 
major Federal programs directed to the well-being of all individuals 
which are now carried on in the Federal Security Agency. The 
Public Health Service is immeasurably benefited by its close ‘associa- 
tion in the Federal Security Agency with the Office of Education, 
the Office of Vocational Rehabilitation, the Food and Drug Adminis- 
tration, and the Children’s Bureau and the Bureau of Public Assist- 
ance in the Social Security Administration. These units are in turn 
greatly benefited by their association in the same Agency with the 
Public Health Service. 

To illustrate, medical research and professional healtb training, 
in which the Public Health Service is so vitally interested, are carried 
op for the most part in our institutions of higher education which 
on a broader base are a major concern of the Office of Education of the 
Agency. ‘The Office of Education, the Children’s Bureau, and the 
Public Health Service all have closely related stakes in the improve- 
ment of the health of our children. The Public Health Service 
cooperates with the Office of Vocational Rehabilitation on the physi- 
cal restoration of the handicapped and with the Bureau of Public 
Assistance on problems of medical care for needy aged, blind, and 
disabled persons, and for needy dependent children. The relation- 
ship between the Food and Drug Administration and the Public 
Health Service is necessarily very close. 

Severance of these relationships as proposed in S. 1140 by trans- 
ferring the Public Health Service to another Government agency 
would, I am certain, greatly weaken the effectiveness of all Govern- 
ment programs in the fields of public health, social security, welfare, 
vocational rehabilitation, and education. 

_ I am equally conv inced that the new grouping contemplated by 
S. 1140 would be detrimental to the Public Health Service and its 
public-health programs. Transfer of the Service to a huge organiza- 
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tion like the proposed Department of Health which of necessity will 
be primarily concerned with the operation of Government hos ditals, 
would inevitably result in subordination of the public-health fune- 
tions to the business of medical and hospital care. The vast hospital 
system envisaged by S. 1140 would det nand practic ally the undivided 
attention of the proposed department’s top-level staff. The public- 
health programs of the Service would inevitably suffer loss of emphasis 
and prestige. Any such shift in emphasis from research and general 
health which are of concern alike to all people, to the problems in- 
volved in the administration of Government hospitals which are of 
concern chiefly to particular groups, would seriously handicap the 
success of public-health programs—programs which, in the main, 
are directed toward stimulating the efforts of non-Federal groups 
and individuals in promoting the health of the people. 

These public health programs are the key to the dramatic progress 

that we have made over the last 20 or 25 years in improving the 
health of the Nation. Consider just a few of the statistics. The 
death rate is down by 15 percent. Life expectancy has increased by 
almost 10 percent. Deaths from typhoid fever have dropped from 
7.8 per hundred thousand population in 1925 to 0.1 in 1949; diph- 
theria from 7.8 to 0.4; whooping cough from 8.8 to 0.5. Deaths from 
tuberculosis have declined 74 percent since 1926; from syphilis, 63 
percent since 1938. In 1921 there were more than 100,000 reported 
cases of smallpox—in 1951 only 13 cases were reported for the entire 
Nation. 
* These tremendous achievements coincide with the revitalization of 
the Public Health Service in the early 1930’s and the establishment of 
new Federal and Federal-State programs to stimulate and support 
medical research, improve environmental health, control contagious 
and other diseases, assist in the construction of community health 
centers and hospitals, and in countless other ways attack the problem of 
disease and premature death through community measures of pre- 
vention and control. This is the organization, these the programs, 
that have given so many millions of our people a chance to live in 
healthful environments, a chance to immunize themselves from 
threatened disease, and a chance to survive if and when disease or 
injury strikes. 

These are the programs which have given our practicing physicians, 
dentists, and nurses an opportunity—of which they have made the 
most—to fight disease and to save and prolong life. Spearheaded by 
the Public Health Service, these programs have been and will continue 
to be dependent for success upon the efforts of State and local health 
departments throughout the Nation and upon the devotion and 
energy of thousands of physicians, dentists, nurses, engineers, and 
other scientists, known and unknown, within and without the 
Gevernment. 

I repeat that these public health programs are more significant for 
the future of the health of all the people of this country than the 
Federal hospital programs of the Veterans’ Administration, the 
Department of Defense, and the Public Health Service. To put them 
in a setting where they would be inevitably buried and subordinated 
to the tremendous administrative problems involved in the day-to-day 
operation of the Federal hospital system, would be calamitous for 
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continued progress toward even greater achievements in the health 
field. 

I would like to recall and make a few remarks on the history of the 
instant legislative proposal. Its history is closely linked, as you know, 
with the history of proposals to give departmental status to the Federal 
Security Agency. While Presidential recommendations for the latter 
date back as early as the Harding and Hoover administrations, the 
first congressional action in behalf of departmental status for the 
health, education, and welfare activities now carried on in the Federal 
Security Agency was taken by the Senate Committee on Expenditures 
in the Executive De ‘partments, in the EKightieth Congress, when, on 
June 6, 1947, it reported favorably on S. 140, the so-called Fulbright- 
Taft bill. On February 15, 1949, the House Committee on Expendi- 
tures in the Executive Departments, Eighty-first Congress, reported 
favorably on H. R. 782, a bill to make the Federal Security Agency an 
executive department. Neither of these bills came to a vote on the 
floor. 

Next in point of time came the reports of the Hoover Commission 
which recommended departmental status for the social security, wel- 
fare, and education functions of the Federal Security Agency, but did 
not recommend such status for the inde ‘pendent medic ‘al agency in 
which major health functions of the Federal Security Agency, the 
Veterans’ Administration, and the military departments would have 
been consolidated much along the lines of-the instant bill, S. 1140. 

Following the Hoover Commission recommendations, the President 
in 1949 and again in 1950 submitted reorganization plans which would 
have lifted all the functions of the Federal Sec urity Agency, including 
the health functions of the Public Health Service, to departmental 
status, but these failed of congressional approval, the more recent 
having been reported unfavorably by the Senate Committee on Ex- 
penditures in the Executive Departments. 

The predecessor of S. 1140 in the last Congress was 5. 2008 on which 
hearings were held by a health subcommittee of the Senate Committee 
on Labor and Public Welfare in 1950. Hearings were also held in the 
House on a companion bill, H. R. 5182, by the House Committee on 
Expenditures in the Executive Departments. Neither bill was re- 
ported out. The only significant difference between the Eighty-first 
Congress bills and the present bill, S. 1140, is that the latter would 
give departmental status to the new consolidated health agency. 

All these various proposals have been highly controversial, as 
you well know. They involve matters of great concern and of intense 
interest to important professional groups ‘and to the public at large, 
and disagreements within and between these professions, and between 
professional and nonprofessional interests have served to heighten and 
compound the controversy. Too often, | am afraid, the disagreements 
and controversies have gone to the merits or demerits of the govern- 
mental functions affected by the various reorganization proposals, 
rather than to the merits or demerits of the various proposals as efforts 
to bring about more effective and economical governmental organiza- 
tion. ‘Too often, also, the arguments pro and con have been addressed 
not only to laws presently in effect but to legislative proposals for 
changes in, or extensions of, existing law. 

For my part I do not think that S. 1140 or predecessor bills, or pro- 
posals to elevate the Federal Security Agency to departmental status 
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should be taken as representing any commitment whatever on the 
part of Congress to repeal, to extend, or otherwise to modify our pres- 
ent statutory programs to protect ‘and improve the health of our 
servicemen, our veterans, Or our seamen, or our programs to promote 
the health of all our people. The real issue is simply how better to 
administer the laws we now have so that the Government can better 
accomplish the objectives to which these laws are addressed and to 
which they are limited. 

The legislative history is of interest in another respect. 

A study of the debates which have accompanied congressional con- 
sideration of these proposals will show that time and time again the 
argument has been made that any proposal to give departmental 
status to the Federal Security Agency should await congressional 
action on proposals such as those embodied in S. 1140. It has always 
seemed to me that such an argument is without real merit since in 
the nature of things the two proposals must be considered separately, 
one must precede the other, and prior action on one could in no way 
prejudice or affect subsequent action on the other. But meritori- 
ous or not, this argument has thus far prevailed -with the result that 
action on proposals to reorganize the Federal Security Agency and 
to give it departmental status has been blocked awaiting congres- 
sional consideration of proposals such as 5. 1140 to consolidate Gov- 
ernment hospitals and the health functions of the Veterans’ Admin- 
istration and the Public Health Service. With the consideration given 
S. 2008 and the companion House bill in the Eighty-first Congress, 
and the consideration now to be given S. 1140 by your committee, 
I sincerely hope that this argument of precedence can at long last be 
laid at rest. 

What is sorely needed is dispassionate consideration of the real 
issues and a break in the deadlock which has so long delaved action on 
a legislative proposal that the public and the interested professions 
alike are now generally agreed upon—which is, that the activities of 
the Federal Government in furtherance of the people’s health, educa- 
tion, and social security are of importance comparable to the other 
activities of the Government which pow enjoy departmental status, 

and should rank equally with those activities in governmental organ- 
ization. I believe the only sound and only feasible way to achieve 
this without detriment to the effective administration of these pro- 
grams is through a reorganization of the Federal Security Agency to 
give it and its programs departmental status such as that proposed in 
the 1949 and 1950 reorganization plans of the President. 

The alternative presented in the instant proposal is unsound for the 
reasons I have already stated, and for equally persuasive reasons 
which I am sure will be presented by persons primarily interested in 
the continued effectiveness of programs of the Veterans’ Administra- 
tion and the Department of Defense. The third alternative of three 
departments—one for health, one for education, and one for welfare— 
is neither sound nor feasible for reasons that have never been better 
stated than by the Senate Committee on Expenditures in the Executive 
Derartments in its report on S. 140, Eightieth Congress, in which it 
said: 

It was the contention of representatives of both the medical and educational 


groups that each of these services is of such importance as to be entitled to separate 
departmental status. The committee, however, was of the opinion that there was 
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little chance that three such departments would be created by Congress and that 
there was no real need for three separate departments covering each of these 
fields of activity. To establish them would be contrary to the policies of the 
Congress in its effort toward economy and the elimination of emergency and 
independent agencies. The basic effort should be to coordinate and consolidate 
governmental activities into one department particularly where functions are 
interrelated, in the interest of economy and efficiency of administration. 
Opposition in the committee against reporting the bill favorably was based 
primarily on the contention that the bill tended in fact to create additional 
bureaucracy. If the proposition to establish three departments was seriously 
considered, this point of opposition would become increasingly applicable. 


Senator O’Conor. Are there any questions? Senator Underwood? 

Senator UNpERWoop. I am sorry that I missed the very first part 
of this statement by Mr. Ewing. It happens that we have, in — 
ton, Ky., both a Veterans’ Administration hospital facility and ¢ 
United States Public Health Service hospital, which was originally con- 
structed as a center for the treatment of narcotic addicts, which [ know 
you have visited, Mr. Chairman. I think that they are both admirably 
run right now. That is the general opinion that I hear expressed 
everywhere. 

Have you heard any criticism of the way these institutions indi- 
vidually are run, the institutions themselves? 

Mr. Ewinea. No, Senator, I have not. I probably would not hear 
of any criticism of the Veterans’ Administration. I have seen it from 
the outside. I have had nothing but praise of the operation of the 
narcotic hospital which you mentioned, which I visited and inspected 
very thoroughly and regard as a well operated institution. 

Senator UNpERWoop. Well, in your opinion, would this proposal 
save arv money in the general administration? 

Mr. Ewine. I really doubt it very much. I dare say certain 
economies could be achieved in dollars and cents at the expense of 
certain services that I think are more important and more valuable. 
I think the groups that are interested in increased hospitalization 
facilities—their pressures would be just the same if the management 
of all these hospitals were consolidated, as if they were separated. 
And the criticism as to waste, there, if it can fairly be charged as that, 
would continue just the same under a united operation as under a 
separate oneration. 

Senator UNprRwoop. As I understand, what you think, then, is 
that the Federal Security Agency as it is now constituted should be 
given Cabinet status, and the other agencies should be left alone as 
they are now? 

Mr. Ewrna. Yes, sir. 

Senator UNpERwoop. I do not know whether or not I can put this 
in the form of a question, and I do not know whether or not I ought 
to say it. But I believe that one of the grave difficulties in obtaining 
Cabinet status for the Federal Security Agency or any authorization 
through Congress for that kind of reorganization is because of the 
fear on the part of the members of anything that either tends toward 
or promotes in any way socialized medicine. 

I have been one of those who has declared myself to be against 
anything that could possibly properly be called socialized medicine. 
And I personally think that a disavowal of any aims that would lead 
toward that would strengthen the rest of the social security progra~, 
and also the hospitalization program and the assistance for medical 
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colleges and schools. That is not exactly related to this, but I wonder 
just what status that is in now. 

What about medical schools? 

Mr. Ewrna. Senator, I want to state as unequivocally as I can that 
I am absolutely opposed to socialized medicine. I have never been 
for it. The President is not for it. We regard national health in- 
surance as something entirely different; though it has been given that 
name. But if | understand what socialized medicine is at all, and I 
think I do, what we propose is entirely different, and what I regard ¢'s 
socialized medicine | am completely opposed to. 

Now, there is opposition, as you state, to any reorganization of the 
Federal Security Agency. The American Medical Association has 
been the leader in the opposition to that for the very reason you state. 
They have also, for reasons which I do not understand, opposed 
Federal aid to education, I think that that bill is in committee, if I 
am not mistaken, still. 

Senator UNpERWoop. It has been recommitted for this session. 
There have been differences of opinion as to policy. 

Mr. Ewina. Yes. I feel very strongly that we have got to have 
more medical personnel and we should ‘have more medical personnel. 
As of today the medical schools do not take in more than probably 
20 percent of the young men and women who apply. 

Our studies show that on the average the cost to the schools, to the 
medical schools, per year per student, is around $2,200. The average 
tuition is $500. So that for every student they take, they go in the 
hole $1,700 and have to make up that deficit out of endowment 
funds or by taking it away from other departments, or what not. 
And the only way that I can possibly see that we can get adequate 
medical personnel is through some program for Federal aid. But that 
seems to be stymied as of the present time too. And my own personal 
opinion, Senator, is that it is not so much an opposition to so-called 
socialized medicine, although that exists, as it is a firm determination 
on the part of the hierarchy of the American Medical Association to 
not allow the Federal Government or any other government to have 
any say of any kind in medical matters. They want to keep that 
wholly within the profession. 

[ have delivered quite a speech on that. I didn’t mean to. 

Senator UnpERwoop. I do not want to engage in any discussion. 
I have gone beyond the limits of this bill. I have such a high regard 
myself for the doctors of this country and for the advances that they 
have made under our present system and for the contributions that 
they have made to the country in a patriotic way in three wars, we 
might say, and in their home communities, that I feel that their advice 
is very, very vital in working out any medical program. I just do 
not think one can be worked out with disregard for their advice. 

But that, as you see it, is no issue here, if only the matter of giving 
Cabinet status to the Federal Security Agency is considered. That 
is what you would suggest? 

Mr. Ewrnc. Well, in a way, that is not involved. Why I really 
brought that in is because this proposes to create a Department of 
Health, and it didn’t seem to me that that was a wise suggestion. 

Now, on this particular proposal, I dare say the American Medical 
Association will appear before you and speak to you, but nothing 
I have ever heard has indicated to me that they are in favor of this 
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proposal. But they can speak for themselves. I do not purport to 
speak for them. 


Senator O’Conor. Senator Smith? 

Senator Sir. No questions. 

Senator O’Conor. Senator Schoeppel? 

Senator ScuorppeL. Mr. Ewing, just pursuing one matter further 
that was raised by the Senator from Kentucky—one of the problems 
that has been presented, either in magnified form or in a lesser form, 
is that the Social Security program is ‘embodied in your Department. 
And I was wondering if there is not a feeling that all the activities of 
that program would not be a predominant feature of administration 
and consideration, and whether that has not contributed somewhat 
to the fear or the opposition of some of the medical groups. 

Mr. Ewrna. Oh, I think you are quite right, Senator Schoeppel. 

Senator Scuorpre.. This bill, of course, seeks to make certain 
transfers into a single department. 

Mr. Ewrne. Yes. 

Senator ScHoEpPEL. And in this series of hearings we attempt to get 
the various views of the departments that are going to be affected. 
You have touched on certain things in your statement that are exceed- 
ingly troublesome, some of them highly so. 

There is, of course, the desire on the part of these departments to 
keep control of their respective activities. On the other hand, I think 
there is sought to be implemented here a tying together of as many of 
these activities as possible into one department. 

Frankly, I do not know whether or not it is going to cause all the 
disruptions that you anticipate in your opening statement here before 
us. Of course, the committee is going to have to evaluate all of these 
various views as related to this bill. 

I appreciate, in your opening statement, the views you have ex- 
pressed on that point. 

I am particularly interested in one phase of your statement here, 
as related on page 5 in the second paragraph where you have shown 
some amazing improvements and progress. But I am just wondering 
if that great advance in stamping out a lot of these things has not been 
contributed to tremendously by cooperation with the public health 
programs, and especially by cooperation on the part of the private 
research programs, with the great work that has been done in the 
universities and a lot of other places. 

1 think you could be a little broader, and you have in the following 
pages given due credit to the doctors and the research men in the 
profession. But it has been the result of the tying together of the 
finest minds in this country on research that this has been brought 
about. And it has not been altogether the public health programs 
that have tied it in so practically. I am hoping they will do it to a 
greater extent, so that we can get a greater tie-in with these things 
that are making our lives more pleasant and extending our life span. 
Is that not true? 

Mr. Ewina. Oh, yes. 

What I meant to say, and I am sure I am right about that, is that 
Public Health Service has given leadership in the last 30 years over 
the whole health program, and the biggest advances of all have been 
made in the fields of public health, environmental health, water 
purification, sanitation of shops, sewage disposal, the whole program 
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of environmental health and environmental conditions, giving leader- 
ship on programs for early diagnosis of disease, control of venereal 
disease, and these other things. 

As I take it, the distinction between a public health service and a 
private physician is when it goes beyond the relation between a 
physician and one of his patients, and there it requires perhaps com- 
munity activity or maybe a wide research program. 

Now, I think that what the C ongress has done in supporting the 
work of the Public Health Service in its research work and in this 
leadership it has given in environmental diseases, is more than any 
other thing responsible for those figures that I read to you there. 

I think vou might be interested in this, Senator. I picked this up 
this morning, and these are estimates for 1953, but they are not 
very different from appropriations for 1952, and they are merely 
illustrative. We have in the Public Health Service, as you know, 
these 23 or 24 hospitals. Total estimates for the Public Health 
Service for next year are $302 million. Our hospital operations 
would only be about $35 million, about 10 percent. But as to total 
grants, which is just what you had in mind, Senator, our total grants 
total to $219,027,000, as against total 1953 estimates of $302,398,000. 
That is where the emphasis is, and J] just don’t want to lose that 
emphasis by having this great operation absorbed into what is run- 
ning a hotel, almost; which is what a hospital operation is. 

Senator ScHorpreL. You would be fearful, then, that that type 
of program might suffer under this kind of a set-up? 

Mr. Ewrna. Exactly, sir. And that is mv main point. 

Senator Scuorpre.. Mr. Ewing, maybe this is a broad statement, 
but in the public mind generally there is considerable fear of the 
duplication that these services render on the health and hospitaliza- 
tion side. 1 presume these questions should be asked directly of 
those who are representing the various other agencies that operate 
in that field. But there is a growing feeling on the part of the public 
that is making itself known to the Congress, that those duplications 
should be cut. And it would seem to me that the departments 
probably are doing it. As much duplication should be eliminated as 
possible. ‘This of course adds to the expense, and is reflected in the 
appropriations. And I think this bill, in its entirety, seeks to go to 
that one phase of it. 

Now, do you think that could be eliminated by self-policing on 
the part of these departments to get greater efficiency and prevent 
this overlapping? 

Mr. Ewina. Well, I do. On the other hand, I feel that each of 
these departments, that is, the Defense Department, the Veterans’ 
Administration, and the Public Health Service, are really operating 
in separate fields. Congress has set them up to operate in separate 
fields. The Veterans’ Administration obviously is to take care of 
the veterans and to help to pay the debt that we owe them. 

The armed services have an immediate problem, before the man 
ever gets to be a veteran, while he is in the service. 

Frankly, I don’t see how the Veterans’ Administration could 
operate if its hospitals were taken away because practically everything 
they do depends on a hospital record. His hospital ree ord determines 
the right of a veteran to this or that benefit that Congress has given 
him. 
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Senator Scuorpre.. And, Mr. Ewing, that question has been raised, 
and | think it is a very pertinent one. Because that matter of record 
is so vitally important in the establishment of veterans’ rights, whether 
service-connected or not service-connected. There is something to 
be said in that regard, because if they have those records all in one 
place within the De ‘partment, it makes for the expediting of a lot of 
those claims on which we are getting criticism, because they are 
dragging as presently constituted. 

Do you have a judgment to express on. that phase of it, whether in an 
emergency the kind of a departmental status as provided in S. 1140 
might be more confusing, or less confusing? 

Mr. Ewinea. | think it would wreck your veterans’ program. | 
say that sincerely. And we have had experience. After World War 
I, the Public Health Service operated the hospitals for the Veterans’ 
Administration for—1I don’t know, a year or two. Maybe some of 
these people can tell you how long it was. And it was a perfect mess, 
Senator. And it was our own shop that was trying to operate them. 

But this problem of confusion of records, back and forth, I just 
think would make immeasurably more difficult the relief you people 
in Congress want to give to the veterans. And I say that with no 
hesitation at all. 

Senator ScHoepre.. ‘Those are all the questions | had, 

Senator O’Conor. Mr. Ewing, if I may ask one or two questions: 
I will take up one which the able Senator from Kansas touched on, 
because I did have in mind asking you one or two questions about it. 
That has to do with the possible impairment of or any effect upon the 
veterans’ programs. | would not want to burden you with any direct 
questions on the administration of the veterans’ programs, except 
insofar as you would have an opportunity to know, from your past 
experience, what may be the impact on those various programs, in 
which we are so much interested, feeling as we do that there is a 
tremendous obligation that we have to the veterans and to their 
programs, in which of course our great service organizations have 
played such a prominent and helpful part. 

| was wondering whether you feel under present conditions, with the 
extension of selective service, with the possibility of adoption of Uni- 
versal Military Training and other things, just as the future shapes 
up to us, there would be increasing difficulties possibly in the direc- 
tion you have been talking about. 

Mr. Ewina. | am sure of it, Senator. 

Senator O’Conor. Could you elaborate on that a bit, to give us 
your view? 

Mr. Ewina. | don’t know that I could say very much more than I 
have said, because, as | said in response to Senator Schoeppel’s state- 
ment, everything that the veteran gets, | would say almost 99 percent, 
depends on his medical record in one way or another. Maybe I have 
set that too high. 

Senator O’Conor. But it is certainly considerable? 

Mr. Ewina. Very much of it depends on his medical record. If 
you separate those medical records from the administration of those 
programs, I think you would create a confusion, compared to which 
what we had after World War I would be child’s play. Because we 
have so many more problems. 
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I want to add one other thing, Senator. When the task force of the 
Hoover Commission first considered this bill, I was given to under- 
stand that they had recommended that this whole thing be put in the 
Federal Security Agency. And I violently opposed it then just as I 
am opposing itnow. I say that because I don’t want you to think that 
I am particularly interested in getting any more work for the Federal 
Security Agency. I am trying to approach this bill on a completely 
objective basis. I say this because we tried operating those veterans’ 
hospitals once, and it was just impossible. Inside of a year, or very 
shortly afterward, it had to be abandoned. 

Senator O’Conor. Now, Mr. Ewing, the other question I desire to 
ask you has to do with the previous proposal that we considered here, 
I recall, just 5 years ago, the bill introduced by Senator Taft and 
Senator Fulbright together, and about which we had very extended 
hearings, as you will recall. 

Mr. Ewina. Yes, sir. 

Senator O’Conor. Do you feel that there is any other grouping that 
might be suggested that would achieve the desired ends without 
possibly running the risk of the dangers that you have pointed out? 
You refer in your statement on page 4 to the point that the grouping 
contemplated by S. 1140 would be detrimental to the Public Health 
Service. I was wondering whether there is any other grouping that 
you would suggest. 

Mr. Ewrna. No; I really could not. You take the Defense De- 
partment. It is very difficult for me to see, and the experts would 
have better judgment than I as a laymen, but it is very difficult for 
me to see how the Army and the Navy can train their medical person- 
nel, their doctors who have to go out on the battle-field or on the 
battleships or what not, and how they can give them the right training, 
if somebody else has control of the ‘hospitals i in which they are to be 
trained. I have covered the Veterans’ Administration, but I think 
it would be very unfortunate to take the hospitals away from the 
Defense Department, for that very reason. I think it would cost 
millions of lives in the end if we got into a war. Those men need 
special training. They need training in special hospitals, in special 
techniques. If they have got to do it through somebody else’s hos- 
pitals, I don’t see how they could do it. 

Senator O’Conor. Mr. Ewing, we are also very much concerned 
with the efficiency of the Public Health programs. And I note, in 
your statement, if I recall correctly, that you felt there would definitely 
be a subordination of those to what you term the business of medical 
and hospital care. 

Mr. Ewrna. Yes, sir. 

Senator O’Conor. You feel very definitely that is the case, do you? 

Mr. Ewrna. Yes, sir. 

Senator O’Conor. And in general you have indicated that you 
feel the entire program would weaken the effectiveness of the various 
Government programs in the field of not only public health but voca- 
tional rehabilitation and education. 

Mr. Ewrna. Yes, sir. 

Senator O’Conor. I see. All right. 

Are there any other questions? 

If not, we are very much obliged. And I should not let you go with- 
out echoing the sentiment expressed by the Senator from Kentucky 
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as to the caliber of the public-health hospital at Lexington, Ky., which 
we visited, under the direction of Dr. Vogeler there. We felt they 
were doing a very fine job, about which very much had not been 
known throughout the country, for obvious reasons, but which never- 
theless deserved the commendation of all of us. 

Mr. Ewrna. I think that is true, Senator O’Conor, and I think some 
of the research work that is being done there is very valuable. You 
undoubtedly were shown that and can appreciate how important it is. 

Senator O’Conor. Thank you very much, Mr. Ewing. 

Mr. Ewine. Thank you, Senator. 

Senator O’Conor. Rear Adm. C. J. Brown will be the next witness. 

You are Rear Adm. C. J. Brown, the Deputy Surgeon General? 


STATEMENT OF REAR ADM. C. J. BROWN (MEDICAL CORPS), 
UNITED STATES NAVY, DEPUTY AND ASSISTANT CHIEF OF 
THE BUREAU OF MEDICINE AND SURGERY, NAVY DEPARTMENT 


Admiral Brown. Yes, sir. I am representing the Department of 
Defense. 

Senator O’Conor. Would you make youself « omforts able, Admiral? 
May I ask whether you have a prepared statement? 

Admiral Brown. I have a brief statement, Mr. Chairman, which I 
should like to read, with your permission. 

Senator O’Conor. Would you prefer to complete the statement 
before any questions are asked? 

Admiral Brown. With your permission, sir. 

Senator O’Conor. Very well. 

Admiral Brown. Mr. Chairman and members of the subcommittee, 
I wish to thank you for this opportunity of appearing before your 
subcommittee. 5S. 1140 of the Eighty-second Congress appears to be 
substantially the same as S. 2008 of the Eighty-first Congress and the 
Department of Defense understands that ‘these bills are based upon 
the Voorhees report, which was a report of the Committee on the 
Federal Medical Services of the Commission on Organization of the 
Executive Branch of the Government, generally known as the Hoover 
Commission. 

The principal effect of the bill would be to take away from the armed 
services their hospitals and dispensaries within the continental United 
States. The Army, Navy, and Air Force each would retain one hos- 
pital as a medical center. All armed services hospitals, together with 
those of the Veterans’ Administration and the Public Health Service, 
would be placed under the jurisdiction and control of the proposed 
Department of Health. The bill makes no specific provision for 
hospitalization of personnel of the armed services although it may be 
assumed that the responsibility for hospitalization of Army, Navy, 
and Air Force personnel would be the responsibility of the Department 
of Health. 

Similarly, the hospitalization of retired military personnel and the 
dependents of military personnel is left in doubt. There is no ques- 
tion, however, but that the system envisioned by the bill would 
remove hospitalized service personnel entirely from the control of the 
armed services, and leave the determination of fitness for duty of 
hospitalized members of the service under the control of other than a 
military or naval agency. The present service hospital organization 
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evolved through years of experience of the military services in peace 
and in war. The present hospital system of the military services is 
exemplified by traditional devotion and unqualified loyalty of its 
members, esprit de corps, professional improvement, and other 
qualities that yield the highest in performance. 

The whole medical service given to the Armed Forces by its several 
medical departments has consistently been of a high order and has 
kept pace with the progress of medical practices in general. The 
present hospital system always has been able to furnish the military 
services with the highest standards of medical support in the most 
responsive manner. Through this existing system military mortality 
rates have been brought to the lowest figures known today. 

The Department of Defense firmly believes that the transfer of 
military hospitals to a Department of Health would seriously impair 
the military effectiveness of the Armed Forces. The effectiveness of 
the Armed Forces requires full logistic support in which the medical 
departments contribute as a part of the team first in strategic and 
tactical planning and thereafter in responsive medical cooperation to- 
ward conclusion of the campaign. Direct authority and control by 
military commanders are necessary to maintain immediate response 
to command requirements in the phases of logistic support which the 
medical departments now furnish. 

One of the most attractive inducements for people to make a career 
of the armed services is the medical attention which has been afforded. 
To the man in the combat zone in time of war, the knowledge that 
proper medical care is available is one of the strongest supports to his 
moral and physical courage. We sincerely believe that if this bill is 
enacted, it will be impossible for the military services to maintain 
suitable medical support in time of war. The incentive today for 
doctors, dentists, and nurses fo make a career in the armed services 
would be destroyed completely and it would be difficult for them to 
consider themselves a part of the armed services. A vast majority 
of them would be on duty with the Department of Health and under 
the supervision and control of an administrative agency having no 
connection with the Department of Defense and having no responsi- 
bility for the military security of the Nation. 

Next, although the proposed administration is to provide profes- 
sional training, there is no doubt that such training would not include 
military considerations so essential to adequate preparedness for war. 
The training of medical officers, dental officers, nurses or other cate- 
gories of commissioned and enlisted members in military medical 
research, preventive medicine and operational logistics would, of 
necessity, be so limited as to be of little consequence. 

Finally, the majority of service hospitals are components of other 
service establishments and are located within the physical confines of 
military or naval reservations. It appears entirely illogical to operate 
a civilian hospital in such locations. 

The attention of the subcommittee is invited to the failure of the 
bill to provide for an Armed Forces medical support system in lieu of 
that presently provided. The medical support system required by 
the Armed Forces must be definitely more than a medical first-aid 
organization and must contemplate minimizing combat and service 
physic al damage by immediate professional attention. This medical 
responsiveness is necessary for maximum benefits of long-term treat- 
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ment, and in addition reduces over-all costs of treatment required by 
lesser medical care received too late. Such care may be effective 
only to the extent of successful prior training in medical fields peculiar 
to the Armed Forces which include but are not limited to aviation 
medicine, field medicine, and submarine medicine. All of this training 
must be given under the direction of medical officers who are highly 
qualified in these specialized types of medical care. 

The activities directed toward consideration of legislation to con- 
solidate Federal medical activities have created the impression that 
the proponents contend that the medical functions of the United 
States would be fulfilled more economically by a single Department 
of Health. Why this should be or how this would be accomplished 
have not been shown. 

It is suggested that the subcommittee may wish to evaluate this 
contention by asking for and considering comparable hospital costs, 
that is, the current costs of operating the present hospital systems and 
including a cross section comparison of other than Government 
hospitals as of a date common to all. 

There also has been created the impression that during World War 
Il medical manpower was wasted and that somehow this waste con- 
tinues in some measure to the present time. On occasion identifiable 
complaints of this character have been investigated. The services 
have found that these criticisms resulted from strategic supporting 
movement of troops and supplies where in fact medical units and 
medical personnel were by the success of the supported operation 
either not moved into front-line combat or not called on for supporting 
evacuation and hospital services. Of course, supporting movements 
were necessarily accompanied by reasonable numbers of medical per- 
sonnel. Certainly the members of this subcommittee will agree that 
the individual criticism of waste under these circumstances are not 
justified. Former medical members who were called upon to par- 
ticipate in less favorable combat movements have not been heard to 
voice these criticisms. It is important to remember today that mili- 
tary commanders in 1943 campaigns did not have the benefits of 1944 
or 1950 intelligence. 

The important considerations may be summarized briefly. 

The enactment of any legislation, in peace or in time of war, 
removing medical logistic resources from the control of the Depart- 
ment of Defense will be detrimental to future military missions of the 
Armed Forces. 

Continuing intelligent and impartial study of day-to-day operation 
of Federal medical activities for the purpose of improving economical 
administration is believed to be always desirable. Legislative redis- 
tribution of superficially similar functions in a new organization 
designed only by title to absorb apparently similar functions will 
probably not effectuate an economy in administration and is not 
recommended. 

Joint operations and cross-servicing activities of the Department 
of Defense are now closely coordinated by the Armed Forces Medical 
Policy Council. Any criticism that the military services fail to pro- 
vide reciprocal medical care is no longer valid. 

In view of the foregoing, the Department of Defense strongly 
recommends against enactment of S. 1140. 
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Senator UnpErwoop. In line with that next to the last paragraph, 
have you not made some arrangements with the other services for the 
transfer of patients or use of facilities from time to time? 

Admiral Brown. Every effort is made to do just that, Senator. 

Senator Unperwoop. You have the authority now where you can 
get rooms or have some patients go to a hospital that is not an Army 
hospital in an emergency, do you not? 

Admiral Brown. The transfer of any member of the Armed 
Forces to any one of the service hospitals 's done at present with a 
high degree of facility, sir. 

Senator UnpEerRwoop. The opinion that you express, is the opinion 
that is also held by all of the Department of Defense and all the 
services? 

Admiral Brown. Yes, sir. 

Senator UNpERWoopD. Senator Smith? 

Senator Smirx. Is that practice, Admiral, followed with the 
Veterans’ Administration? Is it possible for veterans to receive 
attention from the military? 

Admiral Brown. There are a certain number of veterans’ beds 
allocated to the military, and veterans are admitted in limited num- 
bers to our military hospitals upon the request of the Veterans’ 
Administration. 

Senator Smiru. So that we do not have a lot of vacant beds in 
military hospitals that are not being used when there is a surplus of 
veterans in places where there are no veterans’ hospitals? 

Admiral Brown. Not an unusual number. 

Senator Smiru. Then they would be taken in; and vice versa, if the 
veterans had vacant beds, they would take the military in? Is that 
the present practice? 

Admiral Brown. Well, at the present time we are transferring a 
limited number of our military patients to veterans’ hospitals, par- 
ticularly those who have long-standing illnesses, who require prolonged 
hospitalization. 

Senator Smiru. I well remember during the war when we had vacant 
beds in one area and a surplus of people needing attention in another 
area but perhaps because of the absence of rules or perhaps because 
of the law they were not transferred from one to the other. 

Senator O’Conor. Senator Schoeppel? 

Senator ScHornpreL. Admiral, touching on the matter that Senator 
Smith has raised here, there were some bad reports out. It is pretty 
generally publicized that that was not done too much until the wave 
of publicity hit it. 

Admiral Brown. Do you refer, Senator, to the admission of patients 
of one service into the hospitals of another? 

Senator ScHorpPeL. That is exactly what I am referring to. 

Admiral Brown. That is now made a simple procedure and 
being carried out with a high degree of facility. 

Senator ScHorpPeEL. But it was not heretofore, was it? 

Admiral Brown. That is correct. 

Senator ScoorprEL. And that is what brought out a lot of this 
criticism; is that not true, Admiral? 

Admiral Brown. I think that with the advent of unification, a 
good deal of improvement along those lines has taken place, with the 
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closer cooperation and coordination of the medical departments of the 
three services. 

Senator ScHorprreL. Admiral, I would like you to elaborate on this. 
I do not have a copy of your statement in front of me. I recall that 
you made some statement about the relation of the logistic problem 
to your needs in operating your own hospitals, that you think it might 
not be to the best interests of defense if it were to be shifted under this 
arrangement, namely, as proposed in S. 1140. Now, what do you 
mean? 

Frankly, you are talking to a layman on that. 

What do you mean by the logistic problems involved? 

Admiral Brown. I mean the problem of providing medical support 
to the Armed Forces, to the operating forces. 

Senator ScHorpreL. What would be some of the categories that 
you could high light for us? 

Admiral Brown. To provide medical care and the proper training 
of individuals who are- being prepared for combat and overseas 
duties. 

Senator ScHorPPEL. It would be, then, high-lighted on the training 
phase of it? 

Admiral Brown. I would high light the training phase. I would 
high light the medical care, as provided in our hospitals. 

We are responsible, Senator, to the families of servicemen, to the 
heads of our departments, to the President, and to the Congress, as 
well as to the patients, for the provision of the proper type of medical 
care to our servicemen, and this is our responsibility. It would be 
difficult to carry such a vast responsibility without the necessary 
authority and control on the part of the military, sir. 

Senator ScHoreprEL. In other words, you attach considerable 
significance to the disciplinary side of the two, do you not? 

“Admiral Brown. That would be included. However, I did not 
have that in mind at the moment. 

Senator ScHoEPPEL. Now let us assume that S. 1140 is passed, is 
implemented into law. And I am open-minded on this thing. I am 
merely asking these questions for enlightenment, trying to see if 
there is a sphere of administrative approach that might prove en- 
lightening to the members of the committee, including myself. 

Suppose the Administrator of this Agency, if it were established, 
would recognize the peculiar characteristics that should be stressed 
by you gentlemen in the Nav y and the gentlemen in the Army, and 
the ‘gentlemen i in the Air Force. Would there be anything that would 
prevent the administrative side of these hospitals from using absolutely 
simon pure naval medical men or Army medical men or Air Force 
medical men, if you want to make that distinction? Because I think 
you make a statement, and I do not want to attribute to you any 
statement you did not make, that you thought there would be a 
breakdown unless these separate responsibilities were ahinttioed, 
each in its own department. 

Admiral Brown. Well, I think one must consider the military 
departments and the medical departments of the services as very 
closely knit teams. They are organized, trained, and motivated to 
provide the kind of medical service that the service requires and 
people demand. And in order to provide that, and provide the 
special training required to produce that kind of service, we must 
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have control of our institutions. Our medical departments possess 
an immediate sensitivity, and can produce an immediate response to 
service demands, to operating demands, which could not be provided 
by any other type of organization. 

Senator UNpeRWoop. Could I add just a sentence or two of observa- 
tion on that? 

I happened to be at Fort Campbell, where one unit from the 
Eleventh Airborne Division was sent to Korea. And those boys who 
had gone from that camp, some of them, were taken out, when they 
had been wounded at the reservoir, and were flown back in helicopters, 
as I understand it; and probably without that service their lives would 
not have been saved. And they were brought back to Fort Campbell, 
where they were familiar with the camp and the surroundings, just as 
soon as they could be taken back. 

Is that kind of thing done generally? 

Admiral Brown. It is done whenever possible, Senator, and is of 
very decided advantage to the morale and mental well-being of these 
patients. 

We make an attempt to bring them back to hospitals near their 
homes whenever we can. 

Senator ScHorerre.. Well, carrying this point further, suppose you 
got a man who had been wounded by shrapnel or had been frozen. 

Now, there is a recognized, an accredited treatment for that kind 
of casualty, is there not? 

Admiral Brown. Yes. 

Senator ScHoEPrPEL. Now, how in the world could he be deprived 
of that if he comes back as a battle casualty and if this agency is 
endowed with authority to operate these hospitals, if it is in charge 
of men in the different military branches who emphasize that differ- 
ence? 

Why would it be necessary to handle that arbitrarily either in the 
Navy hospital or in the Army hospital? I am merely asking for 
information. I am looking at the practical side of this thing now. 

A man who needs a shot for tetanus or smallpox or diphtheria can 
get it at any hospital. He does not have to go to a naval hospital 
because he wears a naval uniform, which I wore in World War I. 

Admiral Brown. I think there is an intense desire on the part of 
servicemen, if they must be bedridden, to be in hospitals with their 
buddies, people w ho are similarly motivated, people who have had 
similar experiences, and where treatment is made available by medical 
officers and others supporting the medical officers who have had 
training in treatment of particular types of wounds that are char- 
acteristic of combat. 

Senator ScHorpre. In other words, you stress the morale there, 
which is very important. 

Admiral Brown. Very definitely, sir. It is very important. And 
the necessary procedures that must be carried out in returning that 
man to duty and reappraising his condition and determining what his 
future shall be, whether he shall go back to duty or whether he shall 
be sent to the Veterans’ Administration, these decisions must be made 
by boards who know what they are talking about and know by experi- 
ence what is the proper solution to a given case, for a given patient. 

Senator ScuHoepre.. You do not think, then, even should this bill 
go through and be handled by a crackshot Admiral, maybe such as 
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yourself, that within this Department that service could be effected 
as expeditiously or practically from all angles as if you were permitted 
to operate as you now do? 

Admiral Brown. There is no doubt in my mind whatsoever, Sen- 
ator, that it would not measure up to the services presently provided 
in military hospitals. 

Senator Scuoepre. Of course, I want to say to you quite frankly, 
that I would not give 15 cents for a man who did not have esprit de 
corps and a pretty good opinion of his own service. But we are sitting 
up here as the mechanics who are going to put this bill together or dis- 
card it after giving it consideration, and we have these problems to 
meet, and that is the reason | am asking some of these questions. 

Senator UNperwoop. If the Army or Navy hospitals were placed 
under the same supervision as the veterans’ hospitals, would there, in 
your opinion, be a constant conflict as to numbers of beds and handling 
of patients and how they would be divided? 

Admiral Brown. I don’t know that there would be any conflict. 

We are dealing with different kinds of patients, organized quite 
differently, and our operating procedures and our administrative pro- 
cedures are greatly different, sir. We have different objectives. 

Senator Dworsuak. Admiral, what is the current status of the 
hospital facilities of the Armed Forces? Do you have a surplus, or a 
shortage, of beds? 

Admiral Brown. We have at the present time what-we consider a 
shortage of hospital facilities, sir. 

Senator DworsHak. To what extent? 

Admiral Brown, I could not give you the figures, sir. 

Senator DworsHak. How many additional beds do you think the 
armed services need at the present time? 

Admiral Brown. I could not give vou that figure, Senator. I am 
SOrry. 

Senator DworsHak. But you are reasonably sure there is a short- 
age? In other words, if any proposed merger were effected, we know 
now that the armed services would not make available for the general 
pool any additional facilities? 

Admiral Brown. At the present time, we would be unable to do 
that. 

Senator DworsHak. The tendency might be in the other direction, 
that you would request some of the facilities now available to the 
Veterans’ Administration for the armed services? 

Admiral Brown. Yes, sir. Our hospital programs at the present 
time are very carefully and closely coordinated with the Department 
of Defense in order to avoid all unnecessary duplication among the 
three services. And that is a source of continuing study, and I 
believe it is working out very well, sir. 

Senator DworsHak. Admiral, as I recall, during World War II, 
vou had far larger naval personnel than you have presently. 

It would seem to me if you had adequate hospital fac ilities during 
World War I], vou would have a comparable situation now. 

Vhat is responsible for the fact that you do have a shortage of 
beds? 

Admiral Brown. Our hospital system, at the present time, Senator, 
is nowhere near the size that it was during the last war. 
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Senator DworsHax. What did you do with some of the hospitals 
that you had available? 

Admiral Brown. A good many of those hospitals were converted 
hotels and convalescent homes and similar types. 

Senator Dworsnax. What did the Department of Defense do with 
those facilities? Were they transferred to other agencies of the 
Government, or sold outright? 

Admiral Brown. Some.of them were sold outright, I believe. 
Others were returned to their owners. 

Senator DworsHak. Were any of them turned over to the Veterans’ 
Administration? 

Admiral Brown. Yes, sir. The hospital in Dublin, Ga., was turned 
over to the Veterans’ Administration. 

The hospital at Long Beach was turned over to the Veterans’ 
Administration. 

Senator DworsHak. What is the total number of beds that you 
have in the armed services today? 

Admiral Brown. Within what, sir? 

Senator DworsHak. Within the armed services, available to the 
armed services. 

Admiral Brown. I can give that to you, sir. 

Senator DworsnHak. It seems to me with all these billions of 
dollars being spent by the armed services on national preparedness, 
surely you would have adequate hospital facilities available. Is that 
an oversight, or is it because the Congress has not made ample funds 
available to the armed services, or what is responsible? 

We are talking about preparedness for all-out war. If there is an 
inadequate quantity of hospital facilities now, surely we would be ina 
rather desperate condition if we were facing another world war. Is 
that not true? 

Admiral Brown. We are making every effort to obtain the number 
of hospital facilities to coincide with the planning of the three military 
departments, sir. 

Senator Dworsnak. I recall that during the fighting in World 
War II, there was a large amount of surplus hospital facilities and 
equipment. I do not mean necessarily buildings, but equipment, 
that was disposed of as surplus. It seems to have been an unwise 
policy, now, if you have an inadequate supply. 

Admiral Brown. I don’t imagine these things were foreseen at 
that time, sir. 1 had nothing to do with the planning of the military 
departments at that time 

Senator DworsHak. But you do at the present time. 

Admiral Brown. Yes, sir. 

Senator Dworsuak. I am just trying to get some information into 
the record to see where we stand today. 

We talk about going out and fighting in every corner of the globe. 
We may increase our ‘military personnel from about 3% million now, 
to 2 or 3 times that. And if we lack adequate hospital facilities now, 
I wonder what we might envision if we were to become embroiled in 
another world war. 

Admiral Brown. The present construction programs and the 
present planning of the military departments are designed to provide 
us with enough hospital facilities within a reasonable length of time. 
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Senator DworsHak. Can you answer that question, now? 

Admiral Brown. The question was the number of beds? 

Senator DworsHak. Under the Department of Defense. 

Admiral Brown. The number of operating beds, in December, 
was 77,954. 

Senator Dworsuak. How does that compare with the facilities 
available during World War II? Do you have those figures available? 

Admiral Brown. I don’t have them available. T should be glad 
to obtain them for you. 

Senator Dworsnak. I would like to have them put in at this 
point in the record. 

(The information referred to, subsequently furnished by Admiral 
Brown, is as follows:) 

The maximum number of beds available to the Army and Navy during World 
War II was 491,999. 

Senator UNpERWoop. You do maintain under the Department of 
Defense hospitals on foreign soil, a good many of them? 

Admiral Brown. Yes, sir. 

Senator UNpeERwoop What is the doctor situation? What is your 
situation with regard to medical personnel? 

Admiral Brown. We have enough medical officers at the present 
time, sir, to serve our purposes. Our requirements for physicians are 
subjected to very close examination. In addition to the examina- 
tions of our own departments, the requirements of individual depart- 
ments are subjected to close examinations by the Armed Forces 
Medical Policy Council, by Mrs. Rosenberg, the Assistant Secretary 
of Defense for Manpower, and by the Health Resources Advisory 
Committee of the National Security Resources Board, one of whose 
functions is to protect the civilian population from unwarranted de- 
mands by the military. 

Senator UNpERwoop. Do you have the cooperation, or the use, of 
civilian doctors for armed services personnel? 

Admiral Brown. Well, the majority of the membership of the 
Armed Forces Medical Policy Council of the Department of Defense 
are civilians, and the entire membership of the Health Resources 
Advisory Committee of the National Security Resources Board, the 
so-called Rusk committee, is civilian. 

Senator UNpERWoop. On a local scale in this country, is there any 
use of civilian doctors in the various localities? 

Admiral Brown. There are local boards in all localities, who are 
in close touch with both the National Resources Advisory Committee 
and the Selective Service, and when calls are made upon these com- 
munities for physicians, they are all passe <d upon by local boards. 

Senator UNpERWoop (presiding). Thank you very much, Admiral. 

Admiral Brown. I thank you for your consideration, Mr. Chair- 
man. 

Senator UNpERwoop. I shall now call on Mr. Guy H. Birdsall, 
Assistant Administrator for Legislation of the Veterans’ Administra- 
tion. 
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STATEMENT OF GUY H. BIRDSALL, ASSISTANT ADMINISTRATOR 
FOR LEGISLATION, VETERANS’ ADMINISTRATION; ACCOM- 
PANIED BY C. F. BAYER, DEPARTMENT OF MEDICINE AND 
SURGERY, VETERANS’ ADMINISTRATION 


Mr. Brirpsauu. Mr. Chairman and members of the subcommittee, I 
have with me Dr. Bayer of the Department of Medicine and Surgery, 
who is in charge of the selection of specialists, the Specialists Board, 
in the Department of Medicine and Surgery. But I will, with the 
consent of the subcommittee, follow General Gray’s statement as fur- 
nished on this particular measure. Then any questions you have in the 
field of the Department of Medicine and Surgery, Dr. Bayer can 
answer. 

If there is no objection, Mr. Chairman, I thought I would empha- 
size by additional statements the very important features of this 
report, when reading it as testimony. 

Senator UNpERWoop. Without objection. 

Mr. Brrosautu. The purpose of the bill, S. 1140, is to establish a 
new executive department to be known as the Department of Health, 
to which there would be transferred and in which there would be 
consolidated most of the large-scale medical and hospital functions 
of the Federal Government. From the Veterans’ Administration 
there would be transferred its Department of Medicine and Surgery, 
all of its hospitals, all facilities for out-patient services to veterans, and 
all functions of the Veterans’ Administration and the Administrator 
of Veterans’ Affairs in relation to the foregoing, except that functions 
relating to the establishment of eligibility of veterans for hospitaliza- 
tion and medical care would not be transferred. The Director of the 
Bureau of the Budget would determine the property, records, funds, 
and personnel to be transferred to the new Department, except that 
files and records determined to be necessary in the administration of 
functions not transferred would be retained and would be made avail- 
able to the Secretary of Health under procedures jointly prescribed. 
The Department of Medicine and Surgery would be known after the 
transfer as the Veterans’ Medicine and Surgery Service, and the bill 
would direct the Secretary of Health to submit to the Congress 
within 1 year after the date of enactment of the bill a plan for con- 
solidation of the Public Health Service (which would also be trans- 
ferred, among other units, to the new Department) and the Veterans’ 
Medicine and Surgery Service into a single unified professional medical 
and health career service. 

Without indicating all of the other detailed provisions of the bill 
it is sufficient for purposes of this report to state that, if enacted, the 
bill would bring about a separation of the hospitalization and out- 
patient medical care programs and other programs of benefits for 
veterans which for many years have been administered as related 
parts of an integrated system of benefits under the Veterans’ Admin- 
istration. 

This proposal stems from the recommendations of the Commission 
on Organization of the Executive Branch of the Government in its 
report on medical activities. It may be observed that in at least one 
significant aspect the bill differs from the basic recommendation of the 
Commission, in that the Commission recommended a consolidation of 
Federal medical functions in an independent executive agency (the 
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United Medical Administration) while the bill would create a new 
department within the Executive Establishment with a Secretary of 
Cabinet status as its head. 

The proposal to disintegrate veterans’ programs is not confined to 
the single objective sought by this bill. The reports of the Com- 
mission contain other significant examples of proposals which would 
have a similar effect. Among other things, the Commission recom- 
mended the transfer of insurance activities of the Veterans’ Admin- 
istration to a proposed Veterans’ Insurance Corporation, of the 
Veterans’ Administration hospital construction operations to the 
Department of the Interior, and of the loan guaranty program to the 
Housing and Home Finance Agency. Each of these recomme ndations, 
like that relative to medical activities, would contribute toward ¢ 
widespread dissemination of veterans’ programs and largely diaieew 
what has been accomplished by the constructive historical evolution 
hereinafter discussed. 

The proposal runs counter to the historic policy of our Government 
to treat its veterans as a class, deserving of special consideration, 
through one agency charged with the responsibility, to the extent 
possible, of administering all of their various benefit programs. It 
would open the doors of hospitals established by the Government 
for the care, treatment, and rehabilitation of our disabled veterans 
to additional categories, principally Armed Forces personnel and 
their dependents, and merchant seamen. ‘ihe proposal would have 
the effect of curtailing the use by veterans of the Nation’s hospital 
plant established for them and impeding the efficient handling of 
claims for compensation, pension, and insurance benefits where a 
physical examination is necessary. 

It is of some significance that section 3 (1) of the bill directs the 
Secretary to exercise his functions to insure that hospitalization shall 
be speedily available for veterans with service-connected disabilities, 
but apparently leaves to his discretion the extent to which facilities 
under his jurisdiction shall be used for hospitalization of eligible 
veterans with non-service-connected disabilities. 

The policy of caring specially for our veterans through a —_ 
agency is not one which merely sprang up. Rather, it has had ¢ 
natural, healthy growth from the bitter experience of divided eee. 
sibility. 

Soon after the entry of the United States into the First World War, 
Members of Congress and public-spirited citizens who had made a 
study of workmen’s compensation legislation and the subject of 
veterans’ relief, met in conference for the purpose of devising a system 
of governmental relief in proper proportions which would reflect an 
intelligent appreciation of the problem, in keeping with the modern 
attitude and modern conditions. The system which was devised 
was the act of October 6, 1917, amending the War Risk Insurance 
Act. The system consisted of allotments and family allowances, 
compensation for death or disability, vocational rehabilitation and 
training, insurance, and medical care and treatment. 

The compensation and insurance programs were administered by 
the Bureau of War Risk Insurance of the Treasury Department, 
the vocational rehabilitation of the war-service disabled was ad- 
ministered by the Federal Board of Vocational Education, and the 
medical and hospital care of the service-disabled was the responsi- 
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bility of the United States Public Health Service. Thus, three dis- 
tinct and separate Government agencies without a common authority 
were engaged in executing the laws for the relief of disabled veterans. 
Veterans found it extremely difficult to obtain the prompt, generous, 
and sympathetic treatment which the Congress and the country 
intended they should receive. The situation became so serious by 
April 1921, that the President of the United States appointed a com- 
mittee, the chairman of which was the Honorable Charles G. Dawes, 
later Vice President, to make an investigation of the administration 
of the laws and to report to him formally. The pertinent recommen- 
dations of the committee are as follows: 

That there. be created a single agency and that there be trans- 
ferred to it the Bureau of War Risk Insurance, the Rehabilitation 
Division of the Federal Board for Vocational Education, and 
such part of the Public Health Service as was necessary in dealing 
with the beneficiaries of the War Risk Insurance Bureau and the 
Rehabilitation Division of the Board for Vocational Education. 

That there shall be at the head of the Veterans’ agency a 
Director General, responsible to the President for all the activities 
authorized by law in the three agencies transferred. 

That the law creating the new agency be so drawn that all of 
the then inconsistencies of the various laws creating and affecting 
the three agencies transferred, would be eliminated. 

The two concluding paragraphs of the committee’s report are so 
pertinent as to justify “their inclusion at this point: 

It cannot be too strongly emphasized that the present deplorable failure on the 
part of the Government to properly care for the disabled veterans is due in large 
part to an imperfect organization of governmental effort. There is no one in con- 
trol of the whole situation. Independent agencies, by mutual agreement, now 
endeavor to coordinate their action, but in such efforts the joint action is too often 
modified by minor considerations, and there is always lacking that complete co- 
operation which is incident to a powerful superimposed authority. No emergency 
of war itself was greater than is the emergency which confronts the Nation in its 
duty to care for those disabled in its service and now neglected. 

The summoning of this committee by you is an earnest to the country that 
you are convinced of the vital nature of this problem and that you are determined 
to secure a prompt and effective solution thereof. The man to whom this impor- 
tant mission is entrusted by you will receive in the performance of his arduous 
duties the wholehearted and enthusiastic support and cooperation of all veterans 
and all other patriotic Americans. No Cabinet officer or Assistant Secretary 
burdened with other duties should be the one to whom the man charged with the 
welfare of the disabled saviors of our country should report. He should report 
directly to the President. His place should be held in the public esteem as one of 
the greatest honors that the Pre ae can bestow, as the service he can render 
should be of untold value to the Nation. 


After thorough consideration of the situation by the Congress there 
was enacted Public Law No. 47, Sixty-seventh Congress, approved 
August 9, 1921, which established an independent bureau under the 
President to be known as the Veterans’ Bureau. The functions, 
powers, and duties theretofore conferred upon the Bureau of War 
Risk Insurance were transferred and made a part of the Veterans’ 
Bureau, and those functions, powers, and duties relating to veterans 
conferred upon the Federal Board for Vocational Education and the 
United States Public Health Service, were also transferred to the 
Veterans’ Bureau. The Director of the Bureau was authorized to 
utilize the existing or future facilities of the United States Public 
Health Service and other departments and agencies. Under provi- 
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sions of this act hospital facilities and equipment were transferred to 
the Veterans’ Bureau. 

Now we have the next important stage in the history of the develop- 
ment of the VA. 

The President, in his state of the Union message to the Congress 
in 1929, at the beginning of the second session of the Seventy-first 
Congress, stated: 

I am convinced that we will gain in efficiency, economy, and more uniform 
administration and better definition of national policies if the Pension Bureau, 
the National Home for Volunteer Soldiers, and the Veterans’ Bureau are brought 
together under a single agency. 

After extended studies and public hearings the Congress, by the 
act of July 3, 1930, authorized the President, by Executive order, to 
consolidate and coordinate any hospitals and executive and adminis- 
trative bureaus, agencies, or offices, especially created for or concerned 
in the administration of the laws relating to the relief and other bene- 
fits provided by law for former members of the Military and Naval 
Establishments of the United States, including the Bureau of Pensions, 
the National Home for Disabled Volunteer Soldiers, and the United 
States Veterans’ Bureau, into an establishment to be known as the 
Veterans’ Administration. 

I might mention at that point that at that time the Veterans’ 
Bureau had jurisdiction over the World War I cases. The Pension 
Bureau had jurisdiction over the peacetime and prior war cases. And 
the National Home for Disabled Volunteer Soldiers had to do with 
your national branch homes, giving domiciliary care and such hospital 
attention as was incident to the domiciliary care. 

The act also provided that the head of such Veterans’ Administra- 
tion shall be known as the Administrator of Veterans’ Affairs and 
under the direction of the President shall have the control, direction, 
and management of the various agencies consolidated. 

[ might also say that at the time this consolidation took place, we 
might trace back to the first act of 1923, when your service-connected 
World War I load began to decrease making available a number of 
beds in our hospitals. The Congress enacted legislation to take in 
the Spanish War veterans. In 1924, the World War Veterans Act 
was amended, and provided for care of the war veterans generally, 
with non-service-connected disabilities, if they were unable to defray 
the expenses. So that that program was started at that time. 

For some years prior to the beginning of World War II it was 
recognized, not only by the Congress but by the public as well, that 
the Veterans’ Administration was one of the most efficient business 
organizations in the executive branch of the Government and was 
rendering not only efficient service to our disabled veterans but the 
very best medical care. This reputation could not have been ac- 
quired had it not been for the two mentioned consolidations and the 
resulting placement of responsibility in a single agency under one 
head responsible directly to the President. 

The impact of World War II took thousands of efficient Veterans’ 
Administration employees into the armed services leaving vacancies 
which could not be filled during the emergency. The ending of hos- 
tilities threw onto the Veterans’ Administration a responsibility for 
rendering a service the size of which has never been known in our 
history. 

96891—52———-4 
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In the course of consideration by committees of the Congress of 
proposals for the readjustment back to civil life of our veterans of 
World War II it was urged by some that certain proposed benefits 
should not be administered by the Veterans’ Administration but by 
other agencies of the Government. However, the Congress, in enact- 
ing the Servicemen’s Readjustment Act of 1944, confirmed the estab- 
lished policy of charging the administration of veterans’ benefits to 
a single agency. 

The Servicemen’s Readjustment Act, as you will recall, includes 
guaranty of loans for home, farm, and business purposes, education, 
and training without reference to service-connected disability and 
readjustment allowances. 

The act of January 3, 1946 (Public Law 293, 79th Cong.), estab- 
lished in the Veterans’ Administration a Department of Medicine and 
Surgery with functions prescribed as— 
those necessary for a complete medical and hospital service to be prescribed by 
the Administrator of Veterans’ Affairs * * * pursuant to law, for the 
medical care and treatment of veterans. 


Here again the Congress confirmed the organizational policy of a 
single agency for the administration of veterans’ benefits. 

Disability compensation and pensions and insurance benefits 
predicated upon disability require more or less complete medical 
examinations, including hospitalization for observation. The monthly 
payments in cases of veterans without dependents are subject to 
reduction while receiving hospitalization or domiciliary care. The 
amounts of monthly payments in many cases are dependent on the 
veterans’ social adaptability requiring field investigations. The 
feasibility of trial home visits looking to complete discharge from the 
status of a hospital patient requires investigations of home conditions. 
Entitlement to new and reinstated insurance is often dependent upon 
proof of insurability proven by medical examination. Entitlement to 
vocational rehabilitation under the provisions of Public Law 16, 
Seventy-eighth Congress, as amended—those are service-connected 
veterans—is dependent upon medical examination findings. Entitle- 
ment to assistance in acquiring specially adapted housing under 
the provisions of Public Law 702, EKightieth Congress, as amended, 
is dependent upon medical examination and other medical findings. 
In brief, major benefit programs are so dependent upon and integrated 
with the medical, hospital, and domiciliary care programs as_ to 
preclude their separation from the Veterans’ Administration of which 
they are a part without disastrous effects on the efficient administra- 
tion of veterans’ benefits. 

I have not undertaken in this report to discuss the detailed provi- 
sions of, or technical questions which may arise, under the bill but 
rather to point out the basic underlying factors involved which 
demonstrate the undesirability and impracticability of the proposed 
legislation. J stand ready, however, to go into the details of the bill, 
should the committee so desire. 

Experience, as revealed by the historical facts that I have outlined, 
proves that the proposed plan to transfer the medical care activities, 
hospital functions, and out-patient services of the Veterans’ Admin- 
istration, will not work without detriment to the efficient administra- 
tion of veterans’ benefits. Under the circumstances, General Gray 
strongly recommends against favorable consideration of the bill. 
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It is General Gray’s statement that he does not conceive as within 
the sphere of his authority or responsibility as Administrator of 
Veterans’ Affairs, the many problems of the Nation in the field of 
hospitalization and medical care which the Commission has enum- 
erated in its report on medical activities and for which it has suggested 
solutions which it deems workable and which the bill is apparently 
designed to effectuate. We in the Veterans’ Administration have met 
with some aspects of these problems and have solved or are solving 
them to such an extent that our medical program is now recognized 
as second to none. ‘To abandon these victories and merge our medical 
program with other medical programs could not but result in a general 
lowering of the standards of medical care for veterans. I make no 
claim that the operations of the Veterans’ Administration are not 
subject to improvement. Constant study and appropriate action 
are the orders of the day looking to better medical care for our 
veterans. 

Under date of April 17, 1951, this particular report was furnished 
to the committee. Under date of April 25, 1951, we also dispatched 
to the committee a letter which gives the advice we had received 
from the Director of the Bureau of the Budget, and that was to the 
effect that there was no objection to the submission of this report of 
ours, and further that the enactment of the bill would not be in accord 
with the program of the President. 

Senator ScHoEeprpeL. Mr. Chairman, do you want that letter in- 
cluded in our proceedings? 

Senator O’Conor. I understand it has already been included. 

Mr. Brrpsauu. There are two letters, the VA report which has been 
read into the record and the letter containing the views of the Bureau 
of the Budget. You were referring to his last one? 

Senator O’Conor. If you will submit the letter, we will incorporate 
it. 

Mr. Brrosatu. Thank you, sir. 

(The letter referred to 1s as follows:) 

APRIL 25, 1951. 
Hon. Jonn L. McCue tan, 


Chairman, Committee on Expenditures in the Executive Departments, 
United States Senate, Washington 25, D. C. 

Dear Senator McC ie.ian: This is with reference to the report of the Veterans’ 
Administration dated April 17, 1951, signed by the Administrator at Roseburg, 
Oreg., and dispatched directly to you, on 8. 1140, Eighty-second Congress, a bill 
to establish and to consolidate certain hospital, medical, and public health func- 
tions of the Government in a Department of Health. 

Advice has been received from the Bureau of the Budget that there is no objec- 
tion to the submission of such report and further, that its enactment would not be 
in accord with the program of the President. 

Your letter of March 19, 1951, requesting a report by the Veterans’ Administra- 
tion on the mentioned bill, asked that the reply be made in triplicate. Two addi- 
tional copies of the report are therefore enclosed. 

Sincerely yours, 
O. W. CLarRk, 
Deputy Administrator 
(For and in the absence of the Administrator). 


Mr. Birpsaut. I shall be very glad to answer any questions put 
to me. 

If we don’t have the information available, I shall certainly see that 
vou get it for the record. 

Senator O’Conor. Senator Underwood? 
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Senator UnpERwoop. Mr. Birdsall, you do not think there would 
be any real saving accomplished by any consolidation of these depart- 
ments? 

Mr. Brrpsauu. I think we are very safe in saying, Senator, that 
certainly you would have a definite impairment of service to veterans 
and their dependents. 

Now, we do not know exactly how our medical activities would 
operate under a new set-up, but we do see complications, delays, and 
the result of that is that maybe you might have even possible duplica- 
tion of effort. 

Senator UNpERWoop. You have a shortage of beds now, do you not? 

Mr. Birpsauu. Well, if you mean for service-connec ted disabilities, 
we have available beds. We have a waiting list as to non-service- 
connected, but as to them we take the emergencies in anyway. 

We do have a large load of NP and TB, of course. 

As to our beds, I believe you would be interested in learning about 
this little recapitulation. It has come up in connection with some of 
the other members asking questions. I thought we might insert this 
little tabulation, as of January 31, 1952, which gives our hospitals in 
operation, the numbers of beds. 

The tuberculosis hospitals were 20 in number, with bed capacity 
of 10,271. 

The neuropsychiatric hospitals were 34 in number, with 51,012 beds. 

There were 99 general medical hospitals with 54,529 beds. 

That makes a total of 153 hospitals and 115,812 beds. 

The domiciliary units in operation number 17, and the bed capacity 
is 17,443. 

I might, inasmuch as I believe you, Senator, raised the question, 
and Senator Schoeppel did, say that if you would like to know about 
the transfer of hospitals to the VA, that figure is footnoted here. 

Of the 153 hospitals in operation, 31 are military and other hospitals 
transferred to VA, 4 of the 31 transferred hospitals are operated as 
annexes to permanent VA hospitals and are not counted as separate 
hospitals. 

Senator UNDERWoop. But you can, in the regular separate hospitals, 
make arrangements with the armed services for the use of rooms? 

Mr. Brrpsauu. That is correct. 

Senator UNpERWoop. In emergency cases? 

Mr. Brrpsauu. There is a reciprocal arrangement between the 
Veterans’ Administration and the Department of Defense, under 
which we receive men who were injured on active duty and have not 
yet been separated, where those beds are needed, on a reimbursable 
basis, as I understand, from Dr. Bayer. 

Now, as to the other, we also have an arrangement with them 
whereby certain beds are made available to us at certain places. 

And I might add in connection with some of the hospitals that were 
transferred that they do not meet the fireproof and other standard 
requirements with reference to VA permanent hospitals. And in 
some of those also, as I understand it, there is some understanding 
that when some of our new hospitals are made available we will be 
able to turn over to the Army, or to the Department of Defense, 
rather, certain hospitals that they now seek. I do not know just which 
ones they are. 
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F I also have here construction completed; that is, where it is not 
counted as operating hospitals yet, where they have just been com- 
pleted, those under construction, and those in the planning stage. 
And maybe that would be a helpful tabulation for your record. 

Senator ScHoepPPEL. Does it show the number of beds? 

Mr. Brrpsatt. Yes. 

Senator ScHoEpPEL. I think it would be. 

Senator O’Conor. I think that would: bear right on the subject 
that we have been considering. It would be of interest. 

Mr. Brrpsauu. Very well, sir. 

(The tabulation referred to is as follows:) 


Veterans’ Administration hospital chart: Information service (summary) 


HOSPITALS IN OPERATION (JAN, 31, 1952) 


Standard 


Type Number bed ca- 
pacity 
ruberculosis 2” 10, 271 
Neuropsychiatric_. } 51, 012 
General medical 99 54, 529 
Total__. 1153 115, 812 
DOMICILIARY UNITS IN OPERATION 
Domiciliary units ; 417 17, 443 
CONSTRUCTION COMPLETED 
New hospitals 
Tuberculosis : 1 186 
Neuropsychiatric ; 3 3, 638 
General medical. --. 32 11,077 
Total suede ‘ oe 6 15, 201 
Additions to existing hospitals 
Tuberculosis ’ 8 1, 640 
Neuropsychiatric : - 24 8, 708 
General medical 1, 799 
Total . eiacaieies 7 9 12, 147 
Summary all projects 
Puberculosis ‘ ; 9 2, 126 
Neuropsychiatric __- 27 12, 322 
General medical 39 12, 264 
Domiciliary ; a : f 0 3 293 
| hae ae ; : sip ted’ 75 27, 005 


1 Of the 153 hospitals in operation, 31 are military and other hospitals transferred to VA. 4 of the 31 
transferred hospitals are operated as annexes to permanent VA hospitals and are not counted as separate 
hospitals. 

? The 17 domiciliary units include 3 military units transferred to VA. Ofthe 17 units, 14 are operated as 
part of VA hospitals and 3 are operated independently 

3 343-bed project at Bonham, Tex., includes 50 genera] medical and surgery beds and 293 domiciliary beds. 
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Veterans’ Administration hospital chart: Information service (summary)—Con. 
UNDER CONSTRUCTION 


Standard 
Type Number bed ca- 
pacity 
New hospitals 
luberculosis 1 4 295 
Neuropsychiatric 4 3, 433 
General medical 19 11,712 
Potal 24 15, 440 
Additions to existing hospitals 
Puberculosis 0 0 
Neuropsychiatric 2 744 
CGieneral medical ] 445 
Total +e 3 1,192 
Summary of all projects 
Tuberculosis l 205 
Neuropsychiatric 6 4.177 
General medical] 20 12, 160 
Total 27 16, 632 
IN PLANNING STAGE 
New hospitals 
Tuberculosis 0 0 
Neuropsychiatric 34 4, 000 
General medical 2 1,000 
Total 6 5, 000 
Additions to existing hospitals 
luberculosis : 0 0 
Neuropsychiatric 0 0 
General medical : 1 5) 
Total l 500 
Summary all projects 
Tuberculosis 0 0 
Neuropsychiatric 4 4,000 
General medica! 3 1, 500 
Total 7 5, 500 


* Does not include 396-bed TB section of 880-bed genera] medical hospital under construction at West 
Haven, Conn. 
* Includes 1,000 beds at Topeka, Kans.; funds authorized for site only 


Total available for construction of new hospitals (appropriation or authori- 
zation for contract obligation) ; ! $1,044, 278, 931 


| President has directed a substantial reduction in these programs in 1950 budget, by can 
‘ellation and size reduction of authorized hospitals 


SOURCE OF FUNDS 


Independent Offices Appropriation Act of 1944 (Public Law 90, 78th Cong.), approved June 26, 1943 

First Supplemental National Defense Appropriation Act of 1944 (Public Law 216, 78th Cong.), approved 
Dec 23, 1943. 

First Deficiency Appropriation Act of 1944 (Public Law 279, 78th Cong.), approved Apr. 1, 1944. 

Independent Offices Appropriation Act of 1945 (Public Law 358, 78th Cong.), approved June 27, 1944 

First Supplemental Appropriation Act of 1945 (Public Law 359, 78th Cong.), approved Dec. 22, 1944. 

Independent Offices Appropriation Act of 1946 (Public Law 49, 78th Cong.), approved May 3, 1945. 

First Deficiency Appropriation Act of 1946 (Public Law 269, 79th Cong.), approved Dec. 28, 1945. 

Independent Offices Appropriation Act of 1947 (Public Law 334, 79th Cong.), approved Mar. 28, 1946. 

Third urgent deficiency bil (Public Law 419, 79th Cong.), approved June 21, 1946. 

Independent Offices Appropriation Act of 1948 (Public Law 269, 80th Cong.), approved July 30, 1947 

Supplemental Independent Offices Appropriation Act, 1949 (Public Law 862, 80th Cong.), approved June 
30, 1948 

General Appropriation Act, 1951 (Public Law 759, 8Ist Cong.), approved Sept. 6, 1950 


Mr. Birpsauu. I understand, Mr. Chairman, that all of you have 
asked that question. I thought you might want it. . 
Senator UnpERwoop. And I wish you would also place in there a 
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statement of the policy in regard to non-service-connected disabilities 
and the number of applications that are pending, showing what the 
policy is and whether there is a shortage there. You could do that 
at any time that you wanted to, later. 

Senator O’Conor. If it is not at hand right now, Mr. Birdsall, you 
could supply it. 

Mr. Brrpsauu. I am sure [ have it with me. But I will insert that; 
yes, sir. 

(The information referred to is as follows: ) 


The basic authority governing hospitalizations for service-connected and non- 
service-connected disabilities is contained in section 6 of Public Law 2, Seventy- 
third Congress, March 20, 1933, as amended by Public Law 312, Seventy-fourth 
Congress, August 23, 1935, which reads as follows: 

“Sec. 6. In addition to the pensions provided in this title the Administrator 
of Veterans’ Affairs is hereby authorized under such limitations as he may pre- 
scribe, and within the limits of existing Veterans’ Administration facilities, to 
furnish to men discharged from the Army, Navy, Marine Corps, or Coast Guard 
for disabilities incurred in line of duty or to those in receipt of pension for service- 
connected disability, and to veterans of any war, including the Boxer Rebellion 
and the Philippine Insurrection, domiciliary care where they are suffering with 
permanent disabilities, tuberculosis, or neuropsychiatric ailments and medical 
and hospital treatment for diseases or injuries: Provided, That any veteran of any 
war who was not dishonorably discharged,' suffering from disability, disease, or 
defect, who is in need of hospitalization or domiciliary care and is unable to defray 
the necessary expenses therefor (including transportation to and from the Vet- 
erans’ Administration facility), shall be furnished necessary hospitalization or 
domiciliary care (including transportation) in any Veterans’ Administration 
facility, within the limitations existing in such facilities, irrespective of whether 
the disability, disease, or defect was due to service. The statement under oath 
of the applicant on such form as may be prescribed by the Administrator of Vet- 
erans’ Affairs shall be accepted as sufficient evidence of inability to defray neces- 
sary expenses.” 

The following extract from the Statistical Summary of VA Activities, January 
31, 1952, reveals the number of applicants eligible for hospitalization, admission 
not yet scheduled: 


Total, 15th of month : 18, 920 
Disabilities adjudicated service-connected 173 
Other 18, 747 


Senator O’Conor. Senator Smith, any questions? 

Senator Schoeppel? 

Senator ScHOEPPEL. Do you at the present time have a shortage of 
trained personnel for your veterans hospitalization program? 

Mr. Brrpsatu. I am very glad you asked that question, Senator. 
There is a shortage, as will be given to you by Dr. Baver 

However, you will want to bear in mind that we have new hospitals 
opening, and some of that is the needed staff for hospitals opening 
during ‘the vear. 

Senator ScHOEPPEL. I was wondering about the staffing of your new 
institutions which are coming into operation as the construction per- 
iods are completed. 

Senator O’Conor. Dr. Bayer, could you supply that? 

Dr. Bayer. Yes, sir. There are 475 vacancies for physicians; 678 
vacancies for nurses; and for nurse anesthetists, dentists, dental resi- 
dents, and medical residents and interns, 293 vacancies. 

Senator ScHorpre.t. Now, do you consider that an abnormal situa- 
tion, or do you have a general turn-over each year, where you run into 
shortages and they are filled? 


' By sec. 1503, Public Law 346, 78th Cong., June 22, 1944 (38 U. S. C. 697¢), a discharge or release under 
conditions other than dishonorable is prerequisite to entitlement to veterans’ benefits under this act 
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Does this reflect some general average situation that presently exists, 
despite your turn-over? 

Dr. Bayer. I.think it is an abnormal situation, Senator, to have 
475 vacancies for physicians, for instance. 

Senator ScHorppeL. That is the reason I asked that question, be- 
cause I was really wondering. 

What would you attribute that to? 

Dr. Bayer. Well, it is difficult to attribute the shortage to any one 
particular thing. 

In other words, we make every effort to recruit physicians who are 
in private practice, who are in institutions. However, we do not 
obtain enough to fill those vacancies. 

Senator ScHorrpPe.. How, then, do you attempt to render the serv- 
ice at these places where you are short? Do you go into the pro- 
fessional fields in the areas and have somewhere medical services made 
available on some kind of a comparable basis for repayment or other- 
wise? 

Dr. Bayer. Yes, sir. We use consultants and attending physicians 
in the areas where they are available. We have approximately 5,000 
consultants and attending physicians throughout the country, who 
supplement the services of the full time staff. However, in some in- 
stances it is necessary to not use the full quota of beds in the hospital, 
because we do not have the proper staff. 

Senator ScHorrre.. Well, now, this shortage of doctors that you 
mentioned, four hundred-some, what general categories do they ‘fall 
into? Is it the regular ordinary practicing type of medical services? 
Or does it go into the psychiatric field or something like that? 

Dr. Bayer. I can give you a résumé, Senator, of the type we are 
short of. Surgery and its subspec ialties, 106; radiology, 18; medicine, 
113; pathology, 24; physical medicine, 9; tuberculosis, 54; neuropsy- 
chiatry, 140. 

Now, with the nursing shortage, we are 300 short in general medical 
and surgical hospitals, 192 in TB hospitals, and 186 in neuropsy- 
chiatric hospitals. 

Senator ScHoEpPPEL. Do you generally consider that these men and 
women whom you put on your staffs in the Veterans Department 
hospitalization programs have to have specialized training? 

Dr. Bayer. Well, we utilize all types of medical personnel. We, 
of course, have specialists for that particular field to carry on the 
treatment of that type of case, like nose and throat, or neuropsychiat- 
ric. However, we use general practitioners and internists, where they 
serve our needs. 

Senator ScnorpPeL. Do you find in the operation of these hospitals 
that there is a limit in the size of the hospital, at which efficiency 
starts declining? Do you have anything on that? 

Dr. Bayer. Well, 1 have been associated with a hospital at Los 
Angeles, Calif., for a good many years, which has approximately 6,800 
domiciliary, neuropsychiatric, and general medical patients. 

My personal opinion is that you can have an institution that is too 
large. But the carrying on of the work in an institution is just as 
good as the staff you have. 

If you have a proper staff, you can run a large institution. 

Senator ScHornprEt. The reason I asked that: We have it fre- 
quently brought to our attention, in the establishing of a new hospital, 
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or whether to add on to the facilities of hospitals that are established 
in areas where they have a greater accessibility of doctors and trained 
people along various and sundry lines. 

Dr. Bayer. Yes. I think you can get them too large. It all 
depends upon what your medical facilities are in the particular area. 

Senator ScHoEPPEL. You feel then, on the whole, that you should 
retain within your own department practically all of these functions 
and not have them merged under such a bill as is before us here? 

Dr. Bayer. Yes, sir. 

Senator ScHoeppe.. I got that from the gentleman’s testimony here. 
Do you concur in his position on that? 

Dr. Bayer. Indeed. Yes,sir. We must have an integrated service 
for the veteran, which involves all of his rights, training, compensation, 
and all determinations as to his rights are really based on the medical 
examinations and the reports. And upon these reports, the degree of 
disability flowing from the disease is determined. 

Senator Dworsuak. Mr. Birdsall, as the representative of the 
Veterans’ Administration, I assume you are unequivocally opposed to 
this proposed merger, because you can see in this bill neither greater 
efficiency nor greater economy; is that correct? 

Mr. Brrpsatu. That is correct. 

Senator DworsHak. You do not think it offers any prospects of 
better services or economy that would justify merging all of the hos- 
pital activities in these three different branches? 

Mr. Brrpsauu. We see, Senator, in that a breakdown of the inte- 
grated necessary service to these disabled veterans. And it was in the 
report in general terminology. 

[ think I might emphasize that that need for integration, so to 
speak, the collaboration and cooperation between the services, is not 
one of those intermittent things that occurs once a month or once 
every 6 months. It is daily and intra-daily, this reaching of under- 
standings as to how best to render service. And we can’t see how 
we could successfully operate under these circumstances. 

Senator Dworsuak. You can see little or no justification, then, for 
enactment of S. 1140? 

Mr. Brrposatr. That is correct, sir. 

Senator O’Conor. We are indebted to you gentlemen. 

Mr. Brrosatu. Thank you, sir. 

Senator O’Conor. With this announcement, I shall close the hear- 
ings for the day. 

On Monday we shall resume consideration of this matter, with 
representatives of the American Medical Association and also repre- 
sentatives of the Citizens Committee for the Hoover Report, after 
which at a Jater date to be announced, we shall be very pleased to 
hear from the American Legion, with the presence of John Thomas 
Taylor and others, also the Veterans of Foreign Wars, and the Bureau 
of the Budget. 

Mr. Brrposauu. It was,a privilege to be here, Senator. 

(Whereupon, at 12:15 p. m. Friday, February 29, 1952, the hearing 
was recessed until 10 a. m. Monday, March 3, 1952 
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MONDAY, MARCH 3, 1952 


UNITED STATES SENATE, 
SUBCOMMITTEE ON REORGANIZATION 
OF THE COMMITTEE ON EXPENDITURES 
IN THE ExecutTivE DEPARTMENTS, 
Washington, me 

The subcommittee met at 2 p.m., pursuant. to recess, in room 357, 
Senate Office Building, Senator Herbert R. O’Conor (chairman of 
the subcommittee) presiding. 

Present: Senators O’Conor, Moody, and Dworshak 

Also present: Walter L. Reynolds, chief clerk, and Ann M. 
Grickis, assistant chief clerk, full committee. 

Senator O’Conor. I should like to call the meeting to order. The 
other members of the subcommittee have requested me to proceed. 
It happens that several members are engaged on the floor. However, 
they will come to the hearing as soon as they can. 

We are favored by the attendance of a representative of the 
American Medical Association, Dr. Walter B. Martin. Doctor, I 
understand you have a prepared statement? 

Dr. Martin. Yes, sir, I have a prepared statement. 

Senater O’Conor. Very good. If vou will proceed, then. Any 
questions will be reserved until the conetusion of your statement. 
You speak on behalf of the American Medical Association, do you 
not? 

Dr. Martin. I do, yes. 

Senator O’Conor. Will vou proceed. 


STATEMENT OF WALTER B. MARTIN, M. D., NORFOLK, VA., 
REPRESENTING THE AMERICAN MEDICAL ASSOCIATION 


Dr. Martin. Mr. Chairman, my name is Walter B. Martin. I 
am engaged in the active practice of medicine in Norfolk, Va., and I 
am also a member of the site of trustees of the ee an Medical 
Association. I am appearing today on behalf of the Association in 
opposition to Senate bill 1140, Eighty-second EXinereds: 

This bill, which is intended primarily to effect the medical recom- 
mendations of the Hoover Commission on organization of the execu- 
tive branch of the Government, would provide for the transfer of 
various Federal medical services to a new Department of Health. 
The major health services included would be the Department -of 
Medicine and Surgery of the Veterans’ Administration, most of the 
hospitals and other medical facilities of the armed services and the 
United States Public Health Service. A Secretary of cabinet rank 
would head the proposed new department and would be assisted by 
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an advisory board composed of the Secretary of Defease, the Admin- 
istrator of Veterans’ Affairs, and the Surgeon General of the Public 
Health Service. 

Before discussing the specific provisions of the pending bill and the 
position of the American Medical Association with respect thereto, 
I would like to review briefly the pertinent recommendations of the 
Hoover Commission on Federal Medical Activities. The Hoover 
Commission’s report in this regard was presented in March 1949, based 
on reports received from its Medical Task Force in January and Feb- 
ruary of 1949. Although the report did recommend, in part, the pro- 
gram proposed by S. 1140, the basic or primary recommendations of 
the Commission were (a) that the Congress clearly define the bene- 
ficiaries entitled to medical care from the Federal Government and 
the relative priorities and such beneficiaries, and (6) that the present 
inconsistencies in the Federal hospital construction program be re- 
solved. 

The Task Force, in conducting the studies prior to the issuance of 
its report, found that the existing Federal medical program was 
“devoid of any central plan” and concluded that there must be over- 
all planning, which would require— 
first a clear definition of the extent of the responsibilities, and second an organi- 
zation appropriate to carry out the commitment. 

It would seem, therefore, that although S. 1140 would establish the 
agency for “carrying out the commitment” the primary recommenda- 
tions, which are in actuality conditions precedent to the consolidation 
of hospital facilities, have been ignored. It should also be noted that 
despite the validity of certain of the recommendations of the Hoover 
Commission at the time of the issuance of the report in 1949, such 
proposals are not necessarily applicable today, due in part to the 
hostilities in Korea and to the threat of war in various other parts 
of the world. 

Despite the fact that the American Medical Association is in favor 
of the establishment of a Department of Health and is in whole- 
hearted accord with the desire to effect economy in the operation of 
Federal medical services, it is the belief of the association that S. 1140 
will not accomplish the desired results. 

The American Medical Association has repeatedly pointed out the 
wastefulness of the present uncoordinated system for providing med- 
ical care and hospital benefits by the Federal Government. ‘Testi- 
mony to this effect was presented before the Senate Committee on 
Labor and Public Welfare during the Eighty-first Congress on a 
similar bill S. 2008. Since that time the board of trustees of the 
association has, on several occasions, most recently on February 8 
1952, reiterated its belief that the real way to institute governmental 
economy in the use of funds and medical manpower is: 

(a) To obtain a clear congressional definition to the extent of the 
Government’s responsibility for furnishing medical care with particular 
reference to the treatment of veterans with non-service-connected 
disabilities and the dependents of service personnel; and 

(6) To establish a Federal board to control the distribution of beds 
among the several Federal hospital services, to insure joint planning 
in the field of hospital construction and to determine the need and 
location of proposed new hospitals in the United States. 
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In addition to the very vital objections referred to above, there are 
several specific provisions of S. 1140 with which we as an association 
are not in agreement. In view, however, of the basic nature of the 
association’s opposition to the bill, any discussion of these ite ms, with 
one exception, will be omitted. ‘The most important of these specific 
provisions and the one on which I should like to comment briefly deals 
with the suggested inclusion of the medical facilities of the armed 
services and the Veterans’ Administration in the New Department of 
Health. It is the belief of the association that such a transfer would 
be difficult at this time without sacrificing the quality of the service 
rendered and without seriously hampering the primary mission of the 
armed services and the Veterans’ Administration. Such a transfer 
of military installations, although questionable enough even in 
peace time, would be fraught with dange r during the present emergency. 

This concludes my formal statement. I want to thank the sub- 
committee for the privilege of presenting the views of the Amer- 
ican Medical Association on this bill. I shall be happy to attempt 
to answer any questions which the members of the subcommittee may 
have. 

Senator O’Conor. Dr. Martin, we are obliged to you, and we hope 
that you can stay with us for a little longer during the afternoon 
because other members of the profession will speak. At this time 
Senator Moody has certain questions to ask. Senator Moody. 

Senator Moopy. Mr. Chairman, I was very much interested 
Dr. Martin’s statement. I want to ask him a question somewhat 
dissociated from the statement, if I may. All of us, and I am sure 
you, sir, have been looking into the various adequacies and inade- 
quacies of not only the Federal medical system, but also the medical 
system as it exists in the country, and I am wondernig whether you 
could tell me, Doctor, what might be done to establish some degre e 
of protection solely in the case ‘of what might be called catastrophic 
illnesses ina family? I have been impressed by the serious nature of a 
financial crisis that might be involved in that sort of thing. This, of 
course, has nothing to “do with a medical system such as the English 
have, but I am wondering what you feel is being done and should be 
done in that general area. 

Dr. Martin. You are referring to the population in general or to 
the portion of the population involved in this bill? 

Senator Moopy. I am referring to the population in general. That 
is a question that has disturbed me for some little time. None of us 
wants to do anything to undermine the financial standing of the 
medical profession and the incentives on the part of both doctors and 
patients to have free association. But I am wondering what you feel 
and what your associates feel would be the proper national policy in 
that area where a family might be destroyed or put in debt for a long 
time because of a sudden accident or sudden illness. 

Dr. Martin. At the present time half of the population, 75 million 
people, are covered by hospital insurance, voluntary hospital insurance 
which is growing very rapidly. Part of that is under the Blue Cross, 
about 40 to 45 million. The other is under private insurance com- 
panies. These policies can be obtained in any range. That is, for 
example, you can get a catastrophic policy that will cover an entire 
family for $10 against the catastrophic effects of polio up to $5,000 or 
more, depending. on the particular illness. You can go down to a more 
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inclusive policy which is more expensive, but covers, we will say, the 
average range of illnesses that carry a man into the hospital or carries 
his family there, and that will defray the major portion of his hospital 
expense. 

When we consider that during the year only 10 percent of the people 
have illnesses severe enough to require hospital care, and that over 50 
percent of the cost of medical care for this group is the hospital cost, 
that means a very wide coverage of the catastrophic feature of disease. 
We feel that the voluntary plan is the proper way to meet it, and 
that it is a matter of people taking forethought and purchasing 
insurance that will cover them against these catastrophes, just as the 
wise man insures his house. If his house burns down it is a catastrophe, 
but it is due to his own lack of wisdom if he fails to have at least 
partial coverage by insurance. 

Senator Moopy. A wise man insures his automobile, too. 

Dr. Martin. Yes. Does that answer your question? 

Senator Moopy. That does. I would like to ask another question 
along that line. I.am merely taking advantage of your presence here 
today to help me clarify my own thinking in this area, which doesn’t 
relate directly to this bill, but rather goes beyond the scope of the bill. 

This growth in private insurance has taken place over a period of 
years, has it not? 

Dr. Martin. Blue Cross was started about 1934 or 1935, and it 
grew rather slowly up until 1940 and rather rapidly since then. The 
Blue Shield was started only about 10 or 11 years ago. Blue Shield 
provides medical care, mostly in the hospital. Some organizations 
give care outside the hospital. It provides for surgical costs and 
the cost of medical care in illnesses severe enough to require hospital 
care. 

Senator Moopy. Under Blue Cross one can buy a catastrophic 
policy to cover any conceivable contingency. Of course no one can 
exactly foretell what sort of catastrophic illness might hit a family. 
I am curious to know how much it would cost a family to be covered 
in such a way that the head of the family could be sure that if he were 
killed his wife could cash the insurance policy, that if he were in an 
automobile accident he could collect his insurance. What would be 
the cost of covering that, not minor ills or hospital treatment, but the 
cost of catastrophic illnesses? 

Dr. Martin. Of course the cost will depend on how inclusive the 
contract is. If you have a $25 deductible automobile policy it is 
much less expensive than if you have a policy that covers you if you 
scratch your fender. 

Senator Moopy. That is the sort of thing I mean, a deductible 
policy which would not take care of what you might call the need for 
aspirin or something like that, but a major illness which would bring 
about a very serious impact not only on the present financial condition 
of the family but perhaps on its condition for years to come, running 
into several thousand dollars. 

Dr. Martin. These Blue Cross policies vary somewhat depending 
on the locality in which they are written. The one in my city of 
Norfolk, which has been going since 1935, gives complete hospital 
coverage for everything except the difference between the cost of the 
bed and the type of accommodation that the patient chooses to take. 
It covers the cost of drugs and dressings, and all of the biologicals. 
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He can receive cortisone or penicillin. It provides all laboratory work 
and the fee for the operating room. He gets everything. It covers 
the bed cost up to $8.50 a day. He can get a ward bed for that, but 
if he chooses to go into a $15 room, he will pay the difference between 
the allowance on his room and the cost of the accommodation. Of 
course, that is a luxury service that he can choose or refuse. If he 
chooses to take the accommodations at what the policy offers, which 
I believe now is $8.50—it has been climbing up over the last few years 
like everything else—he can go into the hospital and stay for 30 days 
without any cost whatever. 

Senator Moony. That is $8.50 a month? 

Dr. Martin. No. The cost for a family, a man and his wife, and 
for the first two children—if he has eight children there is no addi- 
tional charge any more—in our policy would be around $30 a year, 
about $2.50 a month. We stay in the blue on that. 

Senator O’Conor. The $8.50, of course, is toward the room. 

Dr. Martin. ‘Toward the bed, all the hospital nursing—the con- 
tract doesn’t provide a special. nurse, only the hospital nursing—the 
care of the hospital staff, necessary laboratory work, and the operating- 
room fee. It doesn’t include X-ray, but it takes care of everything 
else, including expensive drugs. Even when penicillin came out and 
was extremely expensive, that went along with it. ‘There are no 
exceptions to the hospital service they get, except there is a limitation 
on the cost of the room. Does that answer your question? 

Senator Moopy. Yes; thank you. 

Senator O’Conor. Senator Dworshak. 

Senator Dworsuak. Dr. Martin, I missed part of your testimony. 
I should like to ask you whether you appear officially on behalf of the 
Medical Association. 

Dr. Martin. I do. I am a member of the board of trustees of the 
American Medical Association and directed by the American Medical 
Association to testify for them. 

Senator DworsHak. How many members do you have? 

Dr. Martin. We have now in the neighborhood of between 136,000 
and 140,000 paying members. We have an additional number of 
retired members who pay no dues. 

Senator Dworssak. With a few exceptions, you are against this 
bill, S. 1140, is that right? 

Dr. Martin. We are against this bill as it is now presented. We 
think the cart is before the horse. We feel that the first step that the 
Congress should take is to define the obligation that the Government 
has, and the classes and limitations of those obligations. We do not 
feel that it should set up an over-all medical service or build a house 
until it knows who is going to occupy it. 

Senator Dworssak. You do believe, then, that there is some 
incompatibility in the proposed merger as between the armed services 
and the VA? 

Dr. Martin. We feel as far as the armed services are concerned, 
the consolidation would interfere with their primary mission of 
carrying out their military objectives. 

Senator DworsHak. You do think there is some kind of differences 
between the final objectives of hospitalization for each of these 
Federal agencies. 
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Dr. Martin. Yes, and in the military objective of the Armed 
Forces. The Armed Forces’ immediate objective is to win a battle 
and keep rifles on the battlefront. The medical side of that has to be 
subjected to the military purpose. 

It seems to me very impractical to separate all of their general 
hospitals, station hospitals, and much of their personnel under 
another department without their control since if they have a military 
objective to be accomplished, they would have to get back their per- 
sonnel to carry out that particular objective. 1 feel that the military, 
the Armed Forces, must have complete administrative control over 
their personnel from the top to the bottom with complete freedom to 
assign them or reassign them to whatever duty necessary and to train 
them for a particular mission that they are preparing to carry out. 

Senator DworsHak. You think if there is any economy involved 
in this proposal, it is overshadowed by the essential need of providing 
adequate hospitalization within the armed services? 

Dr. Martin. The real economy that can be accomplished is not 
in this bill. The real economy would be an over-all board on the 
national level that would control the assignment of beds to the several 
services, so there wouldn’t be vacant beds in one facility while another 
service builds beds alongside of it. This board would control the 
assignment of beds. If there was a surplus in the Army or the Navy, 
it could be assigned to the Veterans, and if there was a surplus in the 
Veterans it could be assigned to one of the other services. Also, 
which is more important, it should control the determination of need 
and the location of proposed new hospitals by whatever service; such 
a central authority would not allow what has been going on, the build- 
ing of hospitals by one service when hospitals were surplus in the other. 

Senator DworsHak. Could not that be reconciled and coordinated 
within the existing agencies of the executive department? 

Dr. Martin. There is no such authority to control that now. 
Everyone is operating for himself and making his own proposals. 

Senator DworsHaxk. But they operate under the Commander in 
Chief, the President of the United States. Certainly he is not pre- 
vented by existing statutes from effec ting § some of these economies. 

Dr. Martin. I am not sure the President has authority by Execu- 
tive order to make those transfers. There is a law by which the 
Veterans’ Administration may take over certain surplus hospitals 
from the Armed Forces. There is no provision at the present time 
by which the reverse can be accomplished. More than that, it is a 
day-to-day proposition; beds may appear surplus in the New York 
area, we will say, in one particular division of the Government. 
There is no way that those beds can be assigned to one of the other 
services. 

Senator DworsHak. The VA and the Armed Forces do have an 
agreement whereby they can exchange surplus facilities, I believe. 

Dr. Martin. They do, and there is a certain amount done by agree- 
ment, but this would go further than that. It would determine the 
location and the necessity of new hospital construction. 

Senator Dworsnak. I refer to the statement you made as to 
whether there are surplus hospital beds under the Armed Forces and 
a need for additional beds by the VA. They can shuffle or reshuffle 
their requirements so that they can cooperate fully now. 
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Dr. Martin. They may, but they don’t have to. For example, we 
could give you many instances where a hospital has been built along- 
side of another hospital that was operating at far below its capacity. 
I haven’t the figures here, but if you would like to have them I can 
give you a long list of them. 

Senator DworsnHak. That is all. 

Senator O’Conor. Doctor, we certainly are indebted to you, and 
unless you do have some very pressing engagement, if you could re- 
main with us, it would be helpful to have you. 

Dr. Martin. I shall be glad to do so, Senator. 

Senator O’Conor. We are fortunate in having representatives of 
the Citizens Committee for the Hoover Report, and it would seem 
if these very able gentlemen would present their statements on various 
phases of the question and then be open to interrogation, it might 
expedite matters. I am going to ask, therefore, unless there is some 
objection, that the following doctors come up at this time: Dr. Samuel 
Garlan, Dr. Lawrence Pratt, Dr. LeRoy Hull, and Dr. Harry 
Klinefelter, Jr. 

Gentlemen, we are indebted to you for coming, and if there is any 
objection to the proposed method we are following, we will modify it in 
accordance with your wishes. It has, however, occurred to us that 
if we were to allow you gentlemen to proceed uninterruptedly, many 
of the matters that might be in our mind would be covered by the 
time you finished and thus possibly eliminate some questions. So if 
there is no objection on your part we will proceed that way. 

For the record, you are Dr. Samuel Garlan, of New York; Dr. 
Lawrence Pratt, of Detroit; Dr. LeRoy Hull of Detroit; and Dr. 
Harry Klinefelter, Jr., of Baltimore. 

Dr. Garlan, will you kindly proceed. 


STATEMENT OF SAMUEL ARTHUR GARLAN, M. D., NEW YORK 
CITY; VICE CHAIRMAN, NATIONAL DOCTORS COMMITTEE FOR 
IMPROVED FEDERAL MEDICAL SERVICES 


Dr. Gartan. Mr. Chairman and members of the committee, I 
thought it might be well to make two statements to start with before 
| proceed with my prepared statement. 

Let it be understood that I personally am a loyal member and 
supporter of both the AMA and the American Legion. It is my 
sincere feeling, as it is of all doctors, that both these organizations are 
vital to the health and welfare of the citizens of the United States. 
Moreover, we are in agreement that any recommendation that in any 
manner or form suggests any type of socialization of medicine should 
never be permitted to be established by Congress. England should 
be an example of the horrible state of medical care that would result 
from any socialization. 

I make this statement because there might be points of difference 
in our approach. 

Furthermore, I am acting vice chairman, in the absence of the chair- 
man of the National Doctors Committee, Dr. Robert Page, who was 
sent to Europe for several months on urgent business by his employer, 
the Standard Oil Co. (New Jersey). 

I might say parenthetically that this position per se would indicate 
that Dr. Page does not stand for socialized medicine as indicated by 

96891—52—-—5 
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one particular individual of a very important service organization. 
I will now proceed with my statement. 

My name is Samuel Arthur Garlan. I reside in New York City. 
T am engaged in private practice as a general practitioner. I am a 
member of the cardiological department of New York University- 
Bellevue Medical School (Lenox Hill Hospital, New York City). I 
am a member of the American Medical Association, the Medical 
Society of the State of New York, the Medical Society of the County 
of New York, the American Academy of General Practice, and the 
American College of Cardiology. I am president of the New York 
State Academy of General Practice. I served in the United States 
Navy in World War I from 1917 to 1919 as a member of the Hospital 
Corps. I have been a member of the American Legion since 1941 
and am the doctor of New York City Post No. 16. Post 16, Navy 
Marines of New York City. I am one of the designated doctors of 
that group. 

Currently I am serving, without compensation of course, as acting 
vice chairman and member of the advisory board of the National 
Doctors Committee for Improved Federal Medical Services. This 
committee is an affiliate of the Citizens Committee for the Hoover 
Report and was established as a means of informing the Nation’s 
200,000-odd doctors on the conditions and problems that exist in the 
Federal medical system. 

The committee represents all branches of the medical profession. It 
has a State chairman in every one of the 48 States and has a voluntary 
membership of nearly 3,000 key doctors who have been carrying on 
our educational program. 

I might say, that the above represents the key workers. For 
instance, there are many county societies throughout the country, 
such as New York County Medical Society, which has 6,700 members, 
which passed unanimously a res>lution asking for this committee 
hearing. There was no dissension. Yet we do not include these as 
active workers. Therefore, we have to give the above quoted number. 

I might say that our committee has not been proselytizing for 
S. 1140. Its main concerns have been to make sure that there be 
the fullest and wisest utilization of the Nation’s medical manpower, 
facilities, supplies, and services, and that the Federal medical system 
be so set up that it can best serve the beneficiaries of the Federal 
medical system and the medical profession. 

Perhaps, however, the best description of the aims of the National 
Doctors Committee is its motto: “Not more Government in medicine 
but better medicine in Government.”’ 

Gentlemen, I recognize, of course, that the problem of Federal 
medicine is complicated and complex; that reconciling the opposing 
and conflicting views of all interested parties is a complicated task. 
It is understandable too that the large agencies which have through 
the vears expanded their staffs, their plant ‘and their fields of operation, 
will defend stoutly the administration of their domains and will detail 
the calamities that would result if any changes were to be made in 
their prescribed operations. 

The very size of the problem, however, and the extreme heatedness 
with which different groups defend their positions and oppose their 
adversaries, indicates the seriousness of the problem and the need for 
a rational, impartial, objective review of the opposing arguments by 
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this committee, in order to reconcile the differences in the best interests 
of the country, the medical profession and the beneficiaries of the 
Federal medical system. 

Perhaps the simplest way of attacking the problem is to divide it 
into its component parts: the problem, the findings, and the solution. 

I shall only review briefly some of the factual information you will 
want to consider in reaching your decision in regard to the legislation 
now before you, for I realize that extensive hearings have already 
been held before this committee on this and allied subjects. 

Let me first state the problem as it was revealed by the study of the 
bipartisan Hoover Commission and its eminent task force, which as 
you know, consisted of 17 experts in medical affairs, 11 of whom were 
doctors. In the main there were five basic problems which the bi- 
partisan Hoover Commission found to exist in the Federal medical 
system: 

(1) The vast and uncontrolled growth of our far-flung Federal 
medical systems in recent years has ‘produced serious maldistribution 
and underutilization of medical manpower with growingly adverse 
impact on all our voluntary and community facilities. 

(2) The Federal Government today is obligated, in whole or in 
part, for the care of some 24 million citizens, of whom 19 million are 
veterans; and also under the Hill-Burton Act, it is obligated for assist- 
ance to voluntary and community hospitals in building or expansion 
operations. 

(3) Because the Government has no coordinated plan of operation 
for its facilities, the result has been waste, inefficiency, and much con- 
fusion through the duplicating operations of 5 large and some 30 
smaller Federal medical systems. 

(4) There is no clear definition of certain classes of beneficiaries 
for whom care is to be planned. 

(5) The Government is moving into uncalculable obligations with- 
out an understanding of their ultimate cost, the lack of professional 
manpower available to discharge them, or the adverse effect of Federal 
activities upon the hospital system of the country. 

Accentuating these fundamental flaws that obviously call for an 
overhauling of the present system, are the plain statistics of the 
medical manpower situation which I will atte mpt to give. 

For example, General Marshall, our Secretary of Defense in 1950, 
stated that the Government is thinking in terms of a possible 10-year 
tension, a prolonged tension rather than a full- fledged war. 

What does this mean to the medica] profession? 

Thirteen thousand physicians will be continually needed for active 
duty, which means that for every 11.5 doctors who are engaged in 
private practice, 1 doctor will be in military uniform. Other govern- 
mental agencies presently engage the full-time professional services of 
6,776 doctors. As of December 1950 there was 1 doctor out of every 
15.75 doctors in the United States in governmental service of one type 
or another; likewise 1.5 nurses for every 15.75 duly registered, were on 
Government payrolls. 

The Health Resources Advisory Committee of the Office of Defense 
Mobilization has estimated that there will be a shortage of 22,000 
doctors and 49,200 nurses by 1954. That is the Committee of Rusk, 
et cetera. 

These revelations and the findings of the Hoover Commission have 
aroused anxiety and speculation in many quarters as to how much 
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protection the people can expect. We hear a great deal about possible 
atomic attacks upon our cities. Certain provisions have been made 
by the civil defense agencies, and, while many people believe that such 
attacks are a remote possibility, questions arise which might well be 
put to our Federal medical authorities. For example: 

(1) Can potential victims of such attacks be assured of medical care? 

(2) Is the Federal medical system so coordinated and equipped that 
it can cope with an emergency in whic h thousands, or even millions of 
civilians might need medical care? 

These are not pleasant things to think about, whatever our opinions 
of the danger of such attacks; but we must be realistic. 

It should not be necessar v even to speculate on whether a $2 billion 
Federal medical system, which I understand is the present cost of 
Federal medical services, is dependable, efficient, and coordinated. 

But we do have to speculate at this time. We don’t have the 
answers and we certainly don’t have the kind of Federal medical sys- 
tem necessary to meet the ever increasing demands being placed upon 
it. 

So much for the problem. Let us now quickly examine some of the 
major specific findings of the Hoover Commission. Among others, 
we find these de .:plorable conditions: 

(1) Five major—the Army, Navy, Air Corps, Veterans’ Adminis- 
wee and the Public Health—organizations operate completely in- 
dependently of each other. 

These agencies compete among each other for the already scarce 
supply of doctors, nurses, and technicians. 

In general, in Federal medical services, the authority of the 
professional medical personnel is limited and actually subordinate to 
that of nonmedical personnel. 

The per-bed construction cost varies from $20,000 in the larger 
hospitals to from $30,000 to $51,000 in the small ones. This compares 
with an estimated cost of $16,000 per bed in voluntary hospitals. 

It is likely that these figures may have changed somewhat since the 
Hoover Report was submitted, but F ederal construction costs, I 
understand, are still conside rably higher than private costs. 

(5) Placement of Federal hospitals is often made for other than 
medical considerations. I will attempt to give you some examples. 
For example, in Miles City, Mont., eaniadioin 9,184 and with a 
Public Health Service estimate of need for hospitals at 3% beds per 
thousand people, and already well serviced with a hospital GMS of 
135 beds, a new 100-bed hospital was recently completed. Yet, there 
were 13 doctors in Miles City of whom 6 were reported to be unable to 
aid the Veterans’ Administration hospital. The result is that the 
new Veterans’ Administration hospital has a layman manager, and 
until recently had no medical director, nor chief of medical services 
and very few patients. In Beckley, W. Va., a big new VA hospital 
was opened last year with great fanfare. At last report, October 31, 
1951, it has a sparse staff 2 physicians, and only 36.5 percent of the 
authorized beds were occupied. 

In Dublin, Ga., there stands a 1,000-bed hospital in which the VA 
is authorized to staff and use 500 beds. At this time only 378 beds 
can be used because of staff problems. Because transportation fa- 

cilities to this installation w ase so poor, an airfield had to be built by 
the previous occupant, the Navy, to bring patients in. 
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(6) Lack of coordination between the VA and the military au- 
thorities, has resulted in glaring misuse of medical manpower and 
facilities. For example in 1949, this was going on: 

The VA was planning a 1,000-bed hospital in Boston, while the 
military was closing a 715-bed hospital in Waltham, Mass. In 
Philadelphia, a 500-bed VA hospital was planned while in Valley 
Forge, nearly a 1,650-bed hospital was being closed. In Atlanta, a 
500-bed VA hospital was planned while in not too distant Augusta, 
a 1,500-bed hospital was being closed. In Los Angeles, a 1,000-bed 
VA hospital was being planned while a neighboring Long Beach 
1,500-naval hospital was being closed. 

According to the Commission at the time of its report, 4 Army and 
Air Force hospitals in the New York area alone might well have 
been closed with a consequent 80 percent reduction in medical per- 
sonnel. In the Los Angeles area, 5 hospitals, or about 30 percent of 
the total capacity in 12 Federal hospitals, could have been closed. 

Now it is true, of course, that many of these situations changed 
with the advent of the Korean war, but the alarming thing is that 
such conditions were permitted to exist at all. 

(7) Lack of trained manpower has made it necessary to close 
thousands of beds, while at present construction is far outrunning 
available manpower. ‘Fhe VA reported to Congress on April 3 of 
last year that when its present construction program has been com- 
pleted, it will not be able to staff the full number of 131,171 beds which 
will then be available to it. The best estimates are that staff person- 
nel is available for only 120,000 VA beds, leaving a difference of 
11,171. Shortage of medical manpower is also acute in the Armed 
Forces where the lack of medical specialists is critical. And the 
situation is neither temporary nor self-correcting. 

(8) Length of stay in Federal hospitals, the Hoover Commission 
found to be substantially longer than in voluntary hospitals for like 
causes. For example, for an appendectomy, 7% days in a voluntary 
hospital, 1344 in a Federal; for a tonsillectomy, 14 days in a voluntary 
hospital, 8% days in a Federal; for a hemorrhoidectomy, 7 days in a 
voluntary hospital, 17% days in a Federal. 

(9) Laxity in the laws by which veterans obtain admission to 
Government hospitals for free care is costing the Government several 
hundred million dollars annually. . 

According to the 1950 Annual Report of the Veterans’ Administra- 
tion, only 79,965 out of 577,715 cases handled were service-connected. 
The balance of 497,750, or 87 percent, were non-service-connected 
cases, 

There was a discussion this morning wherein it was pointed out 
that this included tuberculous and neurological patients. Upon 
analysis of the figures for 1951 it becomes evident that the non-service- 
connected cases of that year came to 1 percent more, that is 88 percent, 
when including only the general beds—medical and surgical. Thus 
it becomes obvious that the figures are holding pretty close even when 
eliminating neurological and tuberculous cases. 

Here is a point in answer to Oscar Ewing. He placed great emphasis 
on research and preventive medicine last Friday. 

Less than 5 percent of the $2 billion spent in the Federal medical 
system goes for research or preventive medicine. It was his point 
that all of this would be destroyed if this phase of Federal medicine 
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were transferred to the new Department of Health. Thus it becomes 
evident that there is little ground for Mr. Ewing’s claims before this 
committee. 

These in brief are the findings of the Hoover Commission. All 
of the evidence—the findings of the medical experts who studied the 
Federal medical system for the bipartisan Hoover Commission, the 
experience of hundreds of private physicians and many thousands 
of veterans who have been confined in Federal hospitals—point 
strongly to the two basic conclusions: 

(1) Government medical services, through the years, have grown 
without over-all supervision, into a confused, extravagant collection 
of competing agencies. They are wasting medical manpower and 
facilities—and getting into each other’s way. 

(2) The emphasis on curative medicine—that is the point I tried 
to point out on the 5 percent—and the uncontrolled building of 
hospitals is causing a maldistribution of doctors and stockpiling of 
doctors in unnecessary institutions to the detriment of large areas 
of the population. 

Well, then, what is to be done about it? -Surely no one can argue 
that it is not essential, in fact vital to the well-being of the Nation, 
to the health of the people and in the best interests of the medical 
profession, whose ranks are being increased each year by the gradua- 
tion of 6,000 students of 79 medical schools, that the Federal medical 
system be coordinated, strengthened and reorganized so as to provide 
the best possible service to its beneficiaries at the lowest cost to the 
taxpayers. 

Whether the solution lies in the enactment of S. 1140 as it is now 
written, or whether this bill should be amended to include some of the 
suggestions of other groups, is for the Congress to decide. 

None can argue, however, against the Hoover Commission’s 
recommendations to cut through the red tape and abolish overlapping 
agency competition by streamlining the Federal medical agencies, by 
having some sort of central control and authority in the management, 
purchase, supply, and construction of all the existing health agencies 
of the Government. 

For those who oppose the principle of medical unification, let me 
remind you that unification of our Federal medical system is no longer 
an experiment. It is a fait accompli in Korea, where, under the pro- 
visions of the National Security Act amendments, another Hoover 
Commission proposal, incidentally the medical services of the three 
armed services were unified by the Defense De partment. The move 
has won general acclaim in the Korean war where it has proved of 
great value in removing wounded men to the nearest military hospital 
regardless of which branch conducted it. 

True, this application of the unification principle to medical services 
is limited. Nonetheless it proves conclusively that different medical 
systems can be coordinated to give better, more efficient, and greater 
service to the sick and wounded. 

I might state here there has been a very fine article written recently 
by Dr. Herman E. Hilleboe, Commissioner of Public Health of the 
State of New York, reviewing medical affairs in Korea. He reports 
that cooperation between the services is excellent and that patients 
are being treated quickly and effectively without regard to service or 
anything else. 
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The Korean experience proves the worth of the Commission’s plan 
and suggestions. It seems to me that its successful application in one 
area promises success throughout the Federal medical system if in- 
telligently applied. 

I should only like to add that in arriving at a solution to the prob- 
lem of the Federal medical system, we must avoid any actions that 
would lead to the socialization of medicine. Unification, according 
to our thoughts, would prevent this. A unified coordinated system 
would keep control in the hands of Congress, but the unnoticed, un- 
controlled growth of many agencies, each going their separate ways, 
could well lead to socialized medicine through the ‘‘back door.” 

| know, of course, that this committee would be the first to oppose 
any such development, but unless safeguards are set up and steps 
taken to keep Federal medicine within reasonable limits, it will be 
only a matter of time before we wake up to find a socialized medical 
system and the consequent lowering of health standards, poor service, 
and inadequate care that such a system means. 

The National Doctors Committee for Improved Federal Medical 
Services believes that prompt action must be taken to improve the 
chaotic conditions that now exist in the Federal medical system and 
endorses the principles of the legislation now before this committee, 
possibly with a few changes, as a means of improving the quality and 
efficiency of medical care for the people of America. To indicate the 
feelings of doctors throughout the country, I have attached to this 
statement a list of typical remarks received by Dr. Robert C. Page, 
chairman of the National Doctors Committee for Improve Federal 
Services, at the committee’s headquarters. 

I will read some of these if you care to have them. The letters are 
all on file at the headquarters in case you should want to see them. 
Do you want these quotations? 

Senator O’Conor. It would be agreeable to us, if it is to you, to 
have them incorporated as a part of your statement so that they will 
be in the record in toto and available to all the Members of the Senate, 
instead of their being read in detail. 

Dr. Garuan. I greatly appreciate your courtesy and this oppor- 
tunity to appear before you. 

Senator O’Conor. We are obliged to you and hope you will remain 
with us. 

(The appendix referred to is as follows:) 


AprpENDIX A TO STATEMENT RY SAMUEL ARTHUR GARLAN, M. D. 


TYPICAL COMMENTS BY DOCTORS RECEIVED AT NATIONAL DOCTORS COMMITTEE’S 
HEADQUARTERS 
California 

“The location of Federal hospitals is a disgrace and a tragedy especially in the 
West.” 

“England’s experience should be a warning to the U. 8. A.” 

“About 80 percent beds at Fort Miley, San Francisco are filled with non-service- 
connected disabilities. Most of whom could and should pay for private care. 
Vet medicine has become a political racket.”’ 

“T am opposed to use of veterans’ hospitals for care of non-service-connected 
disability.”’ 

“Clear non-service-disability patients out of vets hospitals.”’ 


Colorado 


_“VA medical benefits should be restricted rigidly to service-connected disa- 
bilities only.”’ 
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Connecticut 
“T agree with the recommendations of the Hoover Commission.”’ 
Florida 


“T agree there is at present a lack of system, poor selections for new hospitals 


’ 
and a dire need for reorganization.” 


Ceorgia 

“The Hoover plan is the only solution to the medical mess we’re in.” 
Illinois 

“Hoover plan offers best solution to date.’’ 
Indiana 

“T am consultant in surgery local VA hospital. It needs improvement.” 
Louisiana 

“Agree with recommendations of Hoover Commission * * * _ present 
policy for location of new hospitals and excessive authority of lay administrators is 
disgraceful.”’ 
Maryland 

“Fully in accord with the need for immediate adoption of Hoover Commission 
proposals.”’ 
Minnesota 


“When a United States Department of Health is established, it should have a 
licensed M. D. as its head as a member of the President’s Cabinet.” 


Mississippi 

“Trained in VA and Navy, I know the waste of medical manpower in Federal! 

services.” 
Montana 

“Why two VA hospitals in Montana? Federal waste.’ 
New Hampshire 

“T distrust methods which emphasize the fact that people are veterans, less than 
citizens.” 
New Jersey 

“Spent over 4 years in United States Public Health Service. We certainly need 
better organization and efficiency there.” 
New York 

‘“‘Nonservice medical treatment is socialized federalized medicine.” 

“After serving 20 years as chief neuropsychiatrist for the VA, I retired, largely 
because I had become dissatisfied with the character of the medical work that was 
being carried on and with the questionable administrative tactics that I had to 
compromise with.” 

North Carolina 

“Taxpayers’ dollars being wasted in out-of-the-way hospitals where good 
physicians just won’t practice.”’ 
Ohio 

“Anyone who has been in the service or who has had contact with any of the 
various Federal agencies performing medical services feels there is a need for 
coordination.”’ 

Oklahoma 


“Too many doctors are used as administrators instead of physicians in VA 
hospitals.”’ 


Pennsylvania 
“The lack of coordination of VA medical facilities within the VA itself and 
with other Government agencies is absolutely astounding.”’ 


‘As former member of two VA hospital staffs, I can see room for great improve- 
ment and chances.”’ 
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Rhode Island 

“Persistent reports received from physicians that their patients are being 
operated on at VA hospitals for non-service-connected conditions because there 
is no cost to patients even when they have voluntary plans.’’ 
South Carolina 

‘“‘Hoover’s ideas are good. VA needs biggest housecleaning.’’ 

“There is a great waste of medical skill in the overlapping separate facilities.’’ 
Texas 

‘‘Let’s have the Hoover recommendation adopted promptly.” 


“T believe medical facilities of the Army} Navy, Air Force, United States Public 
Health Service, and Veterans’ Administration should be united.’’ 


Virginia 

“T was (immediately) appalled at the laxity, waste of time, unprofessionalism, 
and cheap crudeness of the entire personnel from the head down * * * at 
the VA hospital where I was employed.’’ 
Washington 

“T believe physicians should resign their consultantship for VA until the admin- 
istrators listen to the doctors.”’ 
West Virginia 

“T am for activation of the recommendations of the Hoover report.”’ 
Hawaii 

“Too much competition by VA who will not permit hospitalization except in 
Army hospitals—for non-service-connected disabilities and ordinary illnesses, 
Permit neurosurgery only.’’ 

Senator O’'Conor. Now Dr. Lawrence Pratt. You are from 
Detroit? 

Dr. Prartr. Yes, siz 

Senator O’Conor. You may proceed, please. 


STATEMENT OF LAWRENCE A. PRATT, M. D., DETROIT, MICH.; 
REPRESENTING NATIONAL DOCTORS COMMITTEE FOR IM- 
PROVED FEDERAL MEDICAL SERVICES 


Dr. Prarr. My name is Lawrence A. Pratt. I reside in Detroit, 
Mich. Iam engaged in private practice of chest surgery. I am at- 
tending surgeon at Grace Hospital, Detroit Memorial Hospital, and 
the Detroit TB Sanitarium. I am consulting thoracic surgeon at 
Highland Park Chest Hospital and Holy Cross Hospital. I am a 
diplomat of the American Board of Surgery, the American Board of 
Thoracic Surgery, and the National Board of Medical Examiners. I 
am a fellow of the American College of Chest Physicians and a life 
member of the American College of Surgeons, a member of the policy 
committee of the Wayne County Medical Society, and the public 
relations committee of the Michigan State Medical Society. I served 
in the Army of the United States from 1941 to 1946 and served in the 
European theater as front-line surgeon. My rank upon discharge 
was lieutenent colonel. I am a member of the National Doctors 
Committee for Improved Federal Medical Services, and as a citizen, 
I am vitally interested in any program which will eliminate waste and 
inefficiency in our Government. 

Mr. Chairman and members of the committee, I consider it a privi- 
lege, indeed, to appear before you today in support of the proposal 
to establish a De partment of Health within the Federal Government. 
I feel my being here is a privilege because, as a doctor, this is a matter 
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in which I have profound personal interest. It is a matter in which 
every doctor in the country is deeply interested. 

There already have been lengthy and comprehensive public hear- 
ings on legislation you are considering; accordingly I would like to 
confine my remarks to a brief review of some of the pertinent points 
which you gentlemen will want to keep in mind in making your final 
determination of the action which you will take on this legislation. 
In the beginning, all of us must be realistic in our approach to consider- 
ation of this proposal. The whole concept of a unified medical pro- 
gram for the Federal Government is one of the most controversial 
issues currently before the Congress. There are powerful forces 
opposed to unifying the vast, uncoordinated medical programs of the 
Federal Government. We sincerely trust that this committee will 
judge the importance of this proposed legislation by the amount of 
controversy it has created, because I firmly believe it is one of the 
most important measures the present Congress will consider. 

The proposal before you by no stretch of the imagination can be 
regarded as calling for a revolutionary change in the Federal Govern- 
ment’s program of medical care to those individuals entitled to receive 
it. Rather, it is a proposal which is exactly in line with the American 
way of handling comple x and far-reaching services—more unification of 
administration to bring about maximum efficiency and coordination 
and a minimum of duplic ation and loss of motion. 

Briefly, the proposal for a Roper tenon of Health would establish 
in the executive branch of the Government a single agency which 
would have the responsibility of administering the Federal Govern- 
ment’s medical programs. It would be headed by an Administrator, 
who would be responsible to the President, and three Assistant 
Administrators who would perform such duties as the Administrator 
would prescribe. Functions and facilities of the five major agencies 
now administering Federal medical programs would be transferred 
to the United Medical Administration, along with facilities and func- 
tions of several medical programs of a relatively minor nature. 

Thus, these vast services which reach millions of our people every 
year at a cost of some $2 billion would be brought under one operating 
agency which would be in a position to eliminate the needless over- 
lapping of services and facilities which now result in waste of millions 
of dollars of public funds as well as the time and efforts of sorely 
needed skilled medical technicians. 

Significantly, this legislation does not propose the arbitrary transfer 
of functions and facilities from one agency to another at the expense 
of the agency now conducting a medical program. Instead, it would 
bring these functions and facilities under a single streamlined operation 
in which each of the principal agencies concerned would have a 
voice in mi unagement. 

This legislation resulted from studies of the bipartisan Com- 
mission, headed by former President Herbert Hoover, which was 
appointed by President Truman and the Congress in an effort to 
improve functions of the Federal Government. 

The Hoover Commission made a concerted effort to improve 
medical programs of the Federal Government through elimination 
of duplication of services and elimination of waste “of funds and 
medical personnel. From the start, the Commission and its task 
force had five basic guiding principles: 
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First, to provide better medical care for those individuals whom the 
Federal Government seeks to help. 


Second, to create a better foundation for training and medical 
service in the Federal agencies. 

Third, to reduce the drain of doctors, nurses, and medical techni- 
cians away from private practice at a time when there is an acute 
shortage of medical personnel, 

Fourth, to increase and implement sound medical research by pro- 
viding an organization more conducive to research. 

Fifth, to promote a medical state of preparedness more capable of 
handling a war emergency. 

In the light of current world developments, I think one of the most 
significant aspects of the whole problem is the coordinating of Federal 
medical programs in their relation to the matter of civilian defense. 
It would appear we cannot afford to delay either the coordination of 
Federal medical programs or definite plans to integrate our Federal 
hospitals with other tax-supported and private institutions in the 
event of outbreak of war. The present international situation does 
not permit us to ignore the fact that Federal hospital and medical 
services at present are costly and inefficient and fail even to meet 
adequately the peacetime needs of this Nation. 

On this, Hon. Tracy Voorhees, head of the task force, said: 


Our report was made in an atmosphere bordering between peace and more or 
less localized cold war. It was not pointed primarily toward a wartime situation. 
Sine: that time, in the period of the last year and a half to two years, great changes 
have occurred. I have often been asked whether there were not subsequent 
changes which would alter the recommendations in our report. It is my best 
belief that the changes which have occurred have reinforced the necessity for the 
reforms proposed in the report. 

Gentlemen, we all know that peace has now departed and we live in a climate 
of as yet a localized hot war and a global cold war and increasing threats of a 
global shooting war. We live with the Russian atom appearing over the horizon 
perhaps, ready sometime from now—perhaps several years—to take a closer look 
at our cities. * * * 

Now, this atomic attack on our cities we pray may never come. I think there 
is a fair chance that it will not come. But if it does come, I believe we must have 
the defenses ready so that it will not achieve the result which Stalin has in mind, 
C>rtainly as a minimum measure of safety for the millions, we must be prepared 
for some atom bombs getting through and hitting our cities. If they do, there 
are going to be tremendous casualties and a tremendous medical problem. 

In this matter, the Federal medical services have obviously an important part, 
because such an attack would not be just a local matter. It cannot be viewed 
as just a local civilian defense proposition in any one city or, indeed, in any one 
State; it will be a national matter. There is no motive for Stalin or the Kremlin 
to make any such attack unless it would have a chance to knock out a very sub- 
stantial number of our industrial cities and our Atlantic ports. If we get it, 
therefore, it is going to be one which is at least attempted on a broad scale. 

Now, that means immediately a Federal problem, as I see it in the medical 
field, because it is going to be far bigger than any State or any city. Most of our 
hospitals, of course, are purely local institutions. Other than Federal hospitals, 
almost all of them are. Most of them, in fact, are simply separate individual 
institutions, and we have in the larger cities groups of institutions—of city 
hospitals, for example—and for chronic cases, such as mental and tuberculosis 
cases, we have various State institutions. 

In any large-scale atomic attack, clearly those local institutions are not organ- 
ized in a way to cope with the problem, but the Federal Government’s great, 
Nation-wide hospital system could cope with it or certainly would be the best 
equipped to cope with it, provided—ana there are two great provisos—first, that 
they are under a unified direction and, second, that they have a firm arrangement 
with local institutions—that is, with community hospitals throughout the coun- 
try—for the instant use of the latter’s hospital beds to take care of Federal 
patients on a reimbursable basis. 
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We must remember that these hospital beds that we have are occupied by 
patients who are sick in varying degrees, and we are going to have to empty those 
hospitals to a very considerable extent to make room for the casualties that 
urgently need care. That requires instant action and planning in advance. 

Speaking in terms of personnel alone, this Nation cannot afford to 
continue to have the medical departments of the three branches of the 
Armed Forces, the Veterans’ Administration and the Public Health 
Service engaged in keen competition, one with another, for specialized 
medical personnel which already is inadequate to meet fully the needs 
of America’s citizens, veterans and members of the armed services. 

It is increasingly apparent that each of these agencies operates its 
medical program independently and in the absence of any over-all 
planning or facilities for administrative coordination of functions and 
operations. The natural result of such operation is keen competition 
with each other and also with private hospitals and medical-care 
institutions for technical personnel. In the event there should ever 
be an attack upon our cities by an enemy air force, the issues of the 
advisability of consolidation of Federal hospital facilities, as well as 
the integration of these facilities with private medical-care institu- 
tions, would be solved suddenly and finally by the urgency of the 
situation. 

Needs of the moment would make certain that ciyilians were cared 
for in Federal medical facilities and that military personnel of all 
three branches of the service were cared for in private institutions. 
The urgent need of that time would be for medical care of as high 
quality and administered as promptly and efficiently as possible under 
the existing circumstances. The bickering and discussion which, in 
the past, has characterized jurisdictional disputes would be swamped 
by the floodtide of extreme urgency accompanying such a situation. 
In short, unification of Federal medical facilities and their integration 
with those of private institutions becomes a wartime necessity. 

Aside from the needs we would face in the event of an enemy attack 
upon this country, the fact remains that in peacetime, too, we are 
permitting ruthless waste of our most valuable medical resourecee—our 
trained doctors, nurses, and medical technicians. Medical schools 
currently are unable to turn out skilled men and women as fast as 
they are needed in civilian, military, and Government branches of 
medical service. And, our medical schools remain our only source 
from which to replace or find new medical personnel. 

Senator O’Conor. Doctor, I apologize to interrupt you. The 
signal indicates a vote in the Senate contrary to previous advices to 
us. It will be necessary to recess for a few minutes to allow members 
to go to the Senate chamber to record their vote. 

(Brief recess.) 

AFTER RECESS 


Senator O’Conor. Dr. Pratt, I think you were on page 6, were you 
not? 

Dr. Pratt. Yes, sir. 

Senator O’Conor. Will you resume, please? 

Dr. Prarr. Yes. 

In order to pick up the thread of our discussion, we were discussing 
the apparent waste in one of our most valuable national resources, 
our medical manpower. 
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Yet, in the face of this situation, examination of the facts assembled 
during a study by a task force of the Hoover Commission shows that 
the Federal agencies now operating medical programs are competing 
with one another, and with private institutions, to the point of hoard- 
ing trained medical personnel in unnecessary jobs and often ill-located 
hospitals. 

Perhaps the legislation you gentlemen are considering is not the 
complete answer to the complex problem of overlapping, duplicating 
and waste in administration of Federal medical programs. With this 
in mind, we have prepared a redraft which is presented as exhibit A. 

This reflects the thinking of the National Doctors Committee for Im- 
proved Federal Medical Services and many professional groups with 
which they have consulted. 

It is possible the bill goes too far in some respects, while not going 
far enough in others. This one fact remains, however, it is the best— 
and the only—solution which has been offered to alleviate this perplex- 
ing and costly situation in the interest of both the civilian population 
and the military services, including our veterans. 

This proposal at least lays the groundwork for a reorganization of 
Federal medical services so as to provide improved treatment for all 
categories of Federal medical care recipients; generally improve the 
Nation’s hospital system, both Government and private; strengthen 
the medical sinews of national defense in case of an enemy attack; 
and bring about the saving of millions of dollars of tax funds lost 
in the inefficiency of overlapping, duplication and misuse of personnel 
and facilities. 

As a doctor, I am vitally interested in the final enactment into law 
of this proposed legislation. I believe I can assure you that the vast 
majority of doctors in the country, likewise, are vitally interested in 
seeing this situation rectified into law. As practicing physicians, we 
know that no program of medical care to a large number of persons can 
be operated efficiently and effectively without skilled over-all planning 
and coordinating. Likewise, we know that our medical resources 
are not inexhaustible. 

As a doctor, I want to see every person in America, civilian and 
noncivilian, have access to medical care of the highest quality possible 
At the same time, I want to see medical research continued at an even 
faster pace than in the past few years. 

I do not believe we can have this type of medical operations in 
America if we continue to waste our medical resources at the present 
rate. For this reason, I urgently recommend that each of you give this 
proposed legislation your careful consideration. I respec fully” suggest 
that your approval of the bill would be a fitting service to every 
citizen of the United States, including those of us who are engaged in 
the medical profession. 

(Exhibit A previously referred to is as follows:) 
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Exuipit A 
8. 1140, H, R. 3305, H. R. 3688 


Proposep Reprarr oF DEPARTMENT OF HeEattu Bitz, Jury 23, 1951 


A BILL To establish and to consolidate certain hospital, medical, and public health functions of the Govern- 
ment in a Department of Health 


Be it enacted by the Senate and House of Representatives of the United States of 
America in Congress assembled, That this Act may be cited as the “Department 
of Health Act.” 

DEPARTMENT OF HEALTH 


Sec. 2. (a) There shall be at the seat of government an executive department 
to be known as the Department of Health, and a Secretary of Health, who shall be 
the head thereof, who shall be appointed by the President, by and with the advice 
and consent of the Senate. Section 158 of the Revised Statutes is amended to 
include the Department of Health and the provisions of so much of title IV of the 
Revised Statutes, as now or hereafter amended, as is not inconsistent with this 
Act shall be applicable to the Department of Health. 

(b) There shall be in the Department of Health an Under Secretary of Health, 
learned in the medical arts, who shall be appointed by the President, by and with 
the advice and consent of the Senate, and who shall perform such functions as 
the Secretary shall direct. 

(ec) There shall be in the Department of Health three Assistant Secretaries, 
learned in the medical arts, who shall be appointed by the President, by and with 
the advice and consent of the Senate, and who shall perform such functions as 
the Secretary shall direct. 

(d) The Secretary shall establish special advisory and other committees and 
groups composed of members of the medical and allied scientific professions, 
whose duty shall be to advise the Secretary, or such officers of the Department of 
Health as the Secretary may designate, with respect to matters pertinent to the 
duties of the Department of Health. The number, terms of service, compensa- 
tion, and allowances to members of such advisory committees and groups shall 
be prescribed by the Secretary. 

(e) The Department of Health shall be entitled to the free use of the United 
States mails to the same extent as other executive departments. 

(f) The Secretary shatt make an annual report to the President and to the 
Congress. 

POLICY PLANNING 


Sec. 3. (a) There shall be in the Department of Health a board consisting of 
(1) four civilians, learned in the medical arts, and of outstanding professional 
attainments, who shall be appointed by the President, by and with the advice and 
consent of the Senate, and (2) the Secretary of Defense, the Administrator of 
Veterans’ Affairs, and the Surgeon General of the Public Health Service, ex 
officio, or their respective designees. The Surgeon General of the Army, the 
Surgeon General of the Navy, and the Surgeon General of the Air Force, or their 
respective designees shall attend meetings of the Board and advise and consult 
with it. The civilian members of the Board shall receive a per diem of $50 for 
each day spent in the business of the Board, and shall also be reimbursed for 
travel and for necessary subsistence (or a per diem allowance in lieu thereof in an 
amount prescribed by the Secretary) while away from the places of their residence 
on the business of the Board. 

(b) The Board created by this section shall be the head of the policy planning 
staff of the Department of Health. It shall meet at least once in each calendar 
month. 

GENERAL POWERS AND DUTIES 


Sec. 4. (a) The Department of Health shall develop, promulgate, and audit the 
administration of policies relating to the utilization of the medical and health 
personnel of the Government with a view to achieving the optimum utilization of 
such personnel in accordance with the best standards of health and medical care. 

: (b) The Secretary, through the Department of Health, shall have the function 
of— 

(1) Operating, subject to the provision of this Act and other applicable 
provisions of law (including the provisions relating to the hospitalization and 
medical and health care of veterans), the hospital, health, clinical, and 
research facilities transferred to the Department of Health by this Act; and 
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the Secretary shall so exercise his functions under this Act as to insure that 
hospitalization, and the best obtainable medical and health care, shall at all 
times be speedily available for all veterans whom the Administrator of 
Veterans’ Affairs has determined are entitled thereto under the laws of the 
United States; 

(2) Conducting the public health activities of the United States transferred 
to the Department of Health by this Act, and, to the extent authorized by 
law, encouraging, cooperating with, and rendering assistance to other appro- 
priate public authorities, scientific institutions, and scientists in the conduct 
of, and promoting the coordination of, research, investigations, experiments, 
demonstrations, and studies relating to the causes, diagnosis, treatment, 
control, and prevention of physical and mental diseases and impairments of 
man; 

(3) Conducting the various residency and internship programs provided 
for under section 14 (b) of the Act of January 3, 1946 (59 Stat. 679), as 
amended. 


CONSOLIDATION OF MEDICAL AND HOSPITAL FUNCTIONS IN THE DEPARTMENT 


Sec. 5. (a) There shall be transferred to the Department of Health 

(1) The Public Health Service together with its facilities, and all functions 
of the Federal Security Administrator in relation thereto; 

(2) The Department of Medicine and Surgery of the Veterans’ Adminis- 
tration, all hospitals of the Veterans’ Administration, all facilities of such 
Administration for out-patient services to veterans, and all functions of the 
Veterans’ Administration and the Administrator of Veterans’ Affairs in 
relation to the foregoing, except that there shall not be transferred to the 
United Medical Administration any functions relating to the establishment of 
eligibility of veterans for hospitalization or medical or health care; 

(3) All general hospitals of the Army in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of 
the Army to be retained as an Army medical center; and all functions of the 
Secretary of Defense, the Secretary of the Army, and the Surgeon General of 
the Army in relation to the foregoing; 

(4) All general hospitals of the Navy in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of 
the Navy to be retained as a Navy medical center; and all functions of the 
Secretary of Defense, the Secretary of the Navy, and the Surgeon General of 
the Navy in relation to the foregoing; 

(5) All general hospitals of the Air Force in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of the 
Air Force to be retained as an Air Force medical center, and except hospitals 
at Air Force posts that are required for uses similar to those of station hos- 
pitals of the Army; and all functions of the Secretary of Defense, the Secretary 
of the Air Force, and the Air Surgeon in relation to the foregoing. 

(6) The four civilian hospitals in the Canal Zone under the jurisdiction of 
the Panama Canal, the dispensaries, clinics, health centers, laboratories, and 
other facilities of the Department of Health of the Canal Zone, and all func- 
tions of the Panama Canal and such Department of Health in relation to the 
foregoing; 

(7) Saint Elizabeths Hospital in the District of Columbia, and all func- 
tions of the Federal Security Administrator in relation thereto. 

(b) Functions transferred to the Department of Health under subsection (a) 
shall be vested in the Secretary, and be exercised by him through such officers and 
units of the Department of Health as he may designate. 

(c) The property, records, and unexpended balances of appropriations, allo- 
cations, and other funds (available or to be made available), and the personnel, 
which the Director of the Budget shall determine relate primarily to the functions 
transferred by subsection (a) are transferred to the Department of Health for use 
in the administration of the functions so transferred, except that where the Secre- 
tary of Defense (in the case of the armed services) or the Administrator of Veterans’ 
\ffairs (in the case of the Veterans’ Administration) determine that certain cate- 
gories of files and records are needed in the administration of functions not trans- 
ferred by this Act. such files and records shall not be transferred but the Adminis- 
trator, the Secretary of Defense, and the Administrator of Veterans’ Affairs shall 
jointly prescribe rules and procedures for the maintenance of such files and records, 
for their ready availability to the Secretary of Health, and for their utilization by 
the Secretary in the administration of functions transferred to the Department of 
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Health by this Act. Any of the personnel transferred which the Secretary of 
Health shall find to be in excess of the personnel necessary for the administration of the 
functions transferred to the Department of Health shall be retransferred under 
existing law to other positions in the Government or be separated from the service. 
When personnel of the Armed Forces are transferred under this subsection, such 
transfers shall be only for such periods as the President determines may be neces- 
sary to assure that the hospitals transferred remain at all times adequately staffed. 


PERSONNEL 


Sec. 6. Pending the formulation, and enactment by Congress, of a plan for a 
single unified professional health and medical career service in the Department of 
Health, the Public Health Service transferred from the Federal Security Agency 
and the Department of Medicine and Surgery transferred from the Veterans’ Ad- 
ministration, shall continue as such in the Department of Health, except that the 
Department of Medicine and Surgery shall hereafter be known as the Veterans’ 
Medicine and Surgery Service. 


DETAIL OF PERSONNE! 


Sec. 7. (a) Personnel of the Public Health Service and of the Veterans’ 
Medicine and Surgery Service 

(1) May be assigned to medical duties in any other agency of the Govern- 
ment, with the consent of the head of such agency, or may be assigned to 
emergency medica! duties in connection with disaster relief; 

(2) May, with the consent of the Secretary of Defense, be placed in schools 
of the Army, the Navy, or Air Force, or be placed in civil institutions of 
learning, for the purpose of increasing their professional knowledge or tech- 
nical training, and the Secretary of Health, subject to available appropria- 
tions, is authorized to pay for tuition, transportation, and educational fees 
of personnel so placed. 

(b) Medical personnel of the Army, Navy (including the Marine Corps), or the 
Air Force, or of any reserve component of either when in an active-duty status 

(1) May be assigned or detailed by their respective commands for medical 
duties or training in the Department of Health or in any other agency of the 
Government, with the consent of the Secretary of Health or the head of 
such other agency, as the case may be, or for emergency medical duties in 
connection with disaster relief; 

(2) May be placed by their respective commands in civil institutions of 
learning, for the purpose of increasing their professional knowledge or tech- 
nical training, and the Secretary of the Army, the Secretary of the Navy, and 
the Secretary of the Air Force are authorized, subject to available appropria- 
tions, to pay for tuition, transportation, and educational fees for personne! 
under their jurisdiction that are so placed. 

The assignment, detail, or placing of such medical personnel pursuant to this 
subsection shall be without prejudice to their status in the Army, Navy, or Air 
Force, or reserve component thereof. 

(c) Personnel authorized to attend a course of training in a civil institution of 
learning pursuant to this section shall be reguired to reimburse the United States 
if such personnel voluntarily leave the service of the United States within a 
period, beginning with the completion of such course, less than twice as long as 
the period of such training. 

(d) Personnel of the Public Health Service and of the Veterans’ Medicine and 
Surgery Service may, with the approval of the Secretary under regulations pre- 
scribed by him, as part of their duties attend meetings of associations for the 
promotion of medical and related sciences, and the Secretary is authorized to pay 
the expenses, except membership fees, of such attendance. Medical personnel of 
the Army, the Navy, and the Air Force may, with the approval of the Secretary 
of the Army, the Secretary of the Navy, or the Secretary of the Air Force, as the 
case may be, likewise attend such meetings and be reimbursed for their expenses 
of attendance. 

TEMPORARY OR PART-TIME PERSONNEL 


Sec. 8. The Secretary may employ, without regard to the civil-service laws or 
the Classification Act of 1949, as amended, or any of the other provisions of this 
Act, physicians, dentists, and nurses on a temporary full-time, part-time, or fee 
basis, and such other professional, technical, clerical, skilled, and unskilled per- 
sonnel on a temporary full-time or part-time basis at such rates of pay as he may 
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by regulations prescribe. No temporary full-time appointment shall be for a 
period of more than ninety days. 


PLANS FOR UNIFICATION OF PROFESSIONAL HEALTH AND MEDICAL SERVICES 


Sec. 9. The Board created under section 3 is directed to submit to the Secretary, 
within one year after the date of the enactment of this Act, a plan for the consoli- 
dation of the Public Health Service and the Veterans’ Medicine and Surgery 
Service into a single unified professional health and medical career service, and 
the Secretary shall transmit such plan to the Congress. 


EFFECTIVE DATE OF TRANSFERS 


Sec. 10. The transfers provided for in section 4 of this Act shall take effect 
sixty days after the date of the enactment of this Act. 

Senator O’Conor. Doctor Pratt, | am wondering if you or any of 
the other gentlemen would give us briefly just what the essential 
features of the proposed substitute are. 

Dr. Prarr. The proposed redraft, which has been given very careful 
consideration, makes these important changes: First of all, there is a 
proposal for an executive department, to be known as the Department 
of Health, and a Secretary of Health, appointed by the President. 
In addition, there shall be an Under Secretary of Health learned in the 
medical arts who shall be appointed by the President by and with the 
advice and consent of the Senate, and three assistant secretaries, 
learned in the medical arts, who shall perform the functions and duties 
prescribed by the Secretary. 

The next important change is under policy planning, section 3 (a 

There shall be in the Department of Health a Board consisting of (1) four 
civilians, learned in the medical arts, and of outstanding professional attainments, 
who shall be appointed by the President, by and with the advice and consent of 
the Senate, and (2) the Secretary of Defense, the Administrator of Veterans’ 
Affairs and the Surgeon General of the Public Health Service, ex officio, or their 
respective designees. The Surgeon General of the Army, the Surgeon General 
of the Navy, and the Surgeon General of the Air Force, or their respective designees 
shall attend meetings of the Board and advise and consult with it 

And there is the provision of compensation for the civilian members 
of the Board, a per diem of $50 for each day spent in the business of the 
Board, and also reimbursement for travel and necessary subsistence, 
or a per diem allowance in lieu thereof in an amount prescribed by the 
Secretary, while away from the places of their residence on the business 
of the Board. 

And (b) under that section reads: 

The Board created by this section shall be the head of the policy planning staff 
of the Department of Health. It shall meet at least once in each calendar month. 

Now, the other important change comes on page 4, mainly in 
section 5 (3), where it reads that 

All general hospitals of the Army in the continental United States (excluding 
Alaska) except one such hospital designated by the Secretary of the Army to be 
retained as an Army medical center; and all functions of the Secretary of Defense, 
the Secretary of the Army, and the Surgeon General of the Army in relation to the 
foregoing 
shall be transferred to the Department of Health. 

Now, this does not include station hospitals and overseas installa- 
tions, which are a necessary part of the functioning of the Armed 
Forces. 

Senator O’Conor. | see. 
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Dr. Prarr. You see, the implication of this is very interesting. 
The individual who comes as far back as a general hospital ordinarily 
is not immediately returnable to duty and therefore not an important 
part of the combat team of the Army. 

Now, Mr. Chairman, I have one more thing that I would like to 
submit for the record. 

Since we are discussing personnel and shortage of medical service 
personnel, we have, from the New York Times, Monday, March 3, 
a very exhaustive study which is headed, ‘‘Nurse shortage found so 
critical it is menacing the Nation’s health.”” Various correspondents 
of the New York Times have surveyed the situation as pertains to 
nurses in various centers, Atlanta, Ga., Birmingham, Ala., Chicago, 
Pittsburgh, Salt Lake City, and certain others. It is pointed out 
that the construction programs now under way are so far outrunning 
the available medical staff that there is no way to even operate the 
existing beds. 

Now, I will not read this, because it is lengthy, but it is most 
interesting. 

I might point out the situation as it pertains to Detroit, which, of 
course, I am in a position to discuss. These things are very similar 
in the other cities. Some are worse than others. None of them are 
rood. 

(The matter referred to is as follows:) 

The graduate nurse shortage in Detroit is estimated at about 600, against a 
total of 4.271 now employed in institutional-work. However, within the next 
year or 18 months, 1,800 new beds will come into service through the con- 
struction of 4 new hospitals and completion of additions to 10 existing ones. City 
health officials and private hospital administrators expect to have a difficult time 
stafling these units, estimating that 600 additional nurses will be needed. 

Meanwhile, it is reported that the number of girls and women enrolling for 
nurse: training is inadequate. In 1951, Detroit’s 10 hospital nursing schools and 
Wayne and Mercy College enrolled only 544 first year students although their 
combined capacity is 800. 

Among private institutions, it is fairly common, as at Harper Hospital, for 
example, for one unit to be closed. With two additional floors to come into 


operation when construction is completed, Harper is wondering how they will be 
staffed. 


The implication of all this is that with existing hospitals already 
unable to staff themselves, therefore closing their beds, it would seem 
reasonable to put additional personnel in and use the existing beds, 
rather than expand others. 

Now, this isn’t only true in the case of nurses. It is true in the case 
of the medical laboratory technicians. We have spread them too 
thinly to be of any real service. It is also true of doctors, so that 
when we have one institution, competing with another, and trying to 
outbid the other for its personnel, we have one of the obvious explana- 
tions for rising medical care costs. 

Senator O’Conor. Very good. Dr. Pratt, we are obliged to you, 

Dr. Prarr. Thank you, Mr. Chairman. 

Senator O’Conor. Now we shall hear from Dr. Hull, 
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STATEMENT OF DR. LEROY W. HULL, DETROIT, MICH., NATIONAL 
DOCTORS COMMITTEE FOR IMPROVED FEDERAL MEDICAL 
SERVICES 


Dr. Huuzi. Mr. Chairman and members of the subcommittee, thank 
you for the privilege of appearing here this afternoon. 

My name is Leroy W. Hull. I reside in Detroit, Mich. I am en- 
gaged in the private practice of medicine. I am on the staffs of the 
Grace Hospital, a private hospital, and the Receiving Hospital, a city 
hospital. I am a urologist and chief of the department of urology at 
the Grace Hospital. Iam a diplomat of the board of urology, a mem- 
ber of the AMA, the American Urological Association, and the Detroit 
Urological Society. I am State chairman for Michigan of the Na- 
tional Doctors Committee. JI am a councilor and vice-chairman of 
the executive committee of the council of the Michigan State Medical 
Society, and a past president of the Wayne County Medical Society of 
Detroit. 

I served overseas in World War I as battalion surgeon with the 
Three Hundred and Thirty-seventh Infantry, Kighty-fifth Division. 
[ am a member of the American Legion and a past commander of Post 
372, Department of Michigan. 

I have always believed that the best way to maintain the health of 
any individual is to practice preventive, rather than curative medicine: 
Research has made possible the conquering of many heretofore fatal 
diseases; it has placed us on the threshold of the mastery of many 
others. As the life expectancy of our people increases, it becomes more 
imperative than ever that we find ways to prevent disease rather than 
construct unlimited hospital facilities to treat it. This would promote 
both the national welfare in. peace and a stronger manpower to 
preserve our security in war. 

It seems to me the Federal Government, as well as private medicine, 
should devote a substantial proportion of its time and attention to the 
research that would make possible prevention of the many causes of 
sickness. 

One of the major conclusions reached by the Hoover Commission 
was, and I quote: 

The Nation’s future can best be protected by using every means to prevent 
disease rather than by providing unlimited hospitalization to treat it. 

Research and medical education and preventive medicine are 
virtually inseparable in any really broad medical program. The 
Government’s responsibility. in research is great; it must encourage 
and keep track of the output of basic scientists, develop new fields of 
knowledge, and help support, to some extent, the educational research 
and training projects in private institutions. 

In the field of research there exists, of course, the necessity for a 
certain looseness and flexibility of administrative control. By- their 
very nature research activities are directed at new solutions and are 
easily stultified by rigid controls. 

There are also the problems of medical research oriented toward 
military problems where controls by the Armed Forces is a major 
factor. Similarly, there are specialized problems and programs of the 
Atomic Energy Commission, the Department of Agriculture, and 
other nonmilitary Federal departments and agencies. 











78 ESTABLISH A DEPARTMENT OF HEALTH 


The whole problem of medical research is vast and of vital 
importance to the Nation in insuring the strength in basic sciences 
upon which our national security rests and upon which the future 
progress of scientific medicine depends. 

Investigation in public health methods, epidemiological research, 
surveys of the Nation’s health, vital statistics and the establishment of 
general bench marks to guide public health activities are other impor- 
tant aspects of the medical research program of the Government. 

Such extensive problems call for coordinated thinking and plan- 
ning—they show the need for a central agency that could collect and 
disseminate information emanating from various research projects, 
whether or not under Federal aegis, and also the maintenance of a 
Nation-wide inventory of medical research and facilities by location, 
type, and sponsorship. 

A mere review of these items, it seems to me, is sufficient to show 
that much more than the 4 percent now allocated to medical research 
of the Federal Government’s $2 billion medical program is necessary. 

Digressing from the sole matter of medical research for a moment, 
I should like to call to your attention again that the study by the 
Commission’s task force revealed that the medical departments of the 
Veterans’ Administration, the Army, Navy, and Air Force, and the 
Public Health Service, and about 30 smaller Government agencies, 
administer programs of a medical nature to a wide variety of citizens, 
beth civilians and noncivilians. The one fundamental aim of the 
recommendation for establishing a Department of Health is to meet 
the immediate, urgent need for bringing together these medical 
services into a single administrative structure so as to provide for 
over-all planning and coordination of governmental medical programs, 
In the absence of such central coordination and effective planning, 
much of the total effort becomes lost motion. ‘The apparent lack of 
unity of purpose results in needless overlapping and costly duplication. 

In fact, the Federal Government today is draining skilled man- 
power—the supply of which is already inadequate to meet existing 
needs—to such an extent that the various medical agencies of the 
Government find themselves engaged in stiff competition with one 
another for the available supply. 

For example, the VA on June 30, 1951, termed “the prospects of 
staffing new VA hospitals’? as “decidedly bleak.’’ Four thousand 
six hundred and forty-four beds were down due to lack of staff. 
During that year, the VA lost 547 doctors, 70 dentists, and 605 nurses 
to the military. This required “intensive recruitment’’ presumably 
from private or non-Federal sources. These Government agencies 
compete with privately owned and endowed hospitals in many locali- 
ties. Needless to say, this competition is causing great injury to 
the Nation’s community hospital system. 

The Federal hospital construction program, particularly that of 
the Veterans’ Administration, has had a far-reaching effect upon 
community hospitals. Federal hospitals compete for trained per- 
sonnel and are able to offer more attractive financial inducements. 
At this same time, they reduce the income of the community hospitals 
by taking away many of the patients who normally would be cared 
for in the.community institutions. 

The lack of sensible planning and singleness of purpose perhaps is 
best illustrated by the fact that the Government spends some $150 
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million a year, under the Hill-Burton Act, to build up our system of 
community hospitals, while at the same time, its Veterans’ Admin- 
istration spends several hundred million dollars to construct hospitals 
which oftentimes will compete with the community hospitals it has 
helped to make possible. 

I believe perhaps one of the most significant results of a lack of 
judicious planning and coordination of our Federal medical programs 
is the effect that such operations will have on desirable medical re- 
search and on preventive medicine. The Public Health Service is 
heavily weighted on research and prevention. The VA, on the other 
hand, is pretty much prevented from engaging in these on the same 
scale. A portion of the Hoover Commission’s report already has been 
cited, to the effect that 
the Nation’s future can best be protected by using every means to prevent 
disease— 

A natural result of the preoccupation of each of the Federal medical 
agencies in operating their own programs is inadequate provision for 
research into all phases of preventing and curing human diseases. 

The principal remarks of the Hoover Commission’s Task Force on 
this subject are quoted from pages 68-71 in exhibit A. 

The task force again and again reiterates the fact that the Federal 
Government spends only 4 percent of its total medical funds in con- 
nection with research and prevention as against 96 percent for curative 
medicine and hospitals. 

Perhaps the members of this committee are familiar with the 
ancient Chinese practice of medicine whereby the patient pays the 
doctor so long as he is kept well but does not pay him after he is taken 
sick. That, it seems to me, should essentially be the approach of the 
Federal Government. 

Obviously, the Federal Government cannot take over the entire 
problem of hospitalization; nor would this be wise as the disastrous 
results of the English experiment have shown. The best way to avoid 
the pressures for socialized medicine would be to shift the emphasis, 
acting in accordance with the old adage: “An ounce of prevention is 
worth a pound of cure.” 

As to the need for more extensive research, the Congress should 
examine this problem carefully. There must be full exchange of 
research findings and of the use of costly equipment. This exchange 
of research findings and the allocation of such costly equipment could 
be much more expeditiously handled were there to be created a unified 
Department of Health. 

In view of the rapid pace at which medical research—and I might 
add important medical discovery—is moving, it is inconceivable that 
the Federal] Government would permit deficiencies in its research 
program. It has been said, and I think with sound basis, that the 
medical profession is the only profession in the world which works 
constantly and diligently to work itself out of a job. The whole 
field of preventative and curative medicine is aimed at keeping people 
well, preventing them from becoming our patients, if you please. 
And, today, by far the greatest part of medical research is in the field 
of preventing ‘and curing diseases of the human race. 

It is quite natural that America’s doctors are interested in improve- 
ment of the Federal Government’s medical research activities. It is 
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our sincere hope that the Government’s program of medical research, 
and also its medical care, be carried out so efficiently and effectively 
that it will become an outstanding example of this Nation’s medical 
achievements and a model for other nations of the world to follow. 

For obvious reasons, these goals cannot be attained if we continue 
our present system of Federal medical programs with their overlapping 
and duplication of functions, unnecessary waste of competent medical 
manpower, and needless expenditures of millions of dollars of tax 
funds. 

It is unlikely that the legislation you are now considering is the 
full and complete answer to all of the problems inherent in our exten- 
sive Federal medical programs. -No doubt additional legislation will 
be required in the future to solve other problems. The fact remains, 
however, that establishing a Department of Health at least will bring 
about effective planning and coordination of the medical programs the 
various Federal agencies now are carrying on, with the resultant con- 
servation of the Nation’s most valuable medical resource the skill of 
competent men and women. 

[ thank you. 

Senator O’Conor. Dr. Hull, we thank you, sir. And, noting that 
there are attached exhibits with certain pertinent excerpts from the 
task force reports, I would like to have those made available for ref- 
erence as a part of your statement, if that is agreeable to you. 

Dr. Huw. Yes, sir. 

(The material referred to is as follows:) 


Exuisir A 


[Excerpt from Hoover Commission task force report on Federal Medical Services, pp. 68-71) 
RESEARCH AND TRAINING IN THE NATIONAL BuREAU OF HEALTH 


Research and medical education are inseparable in any really broad medical 
program. We, therefore, recommended a Division of Research and Training. 
This Division should have cognizance of all the activities in research and medical 
education which are appropriate to the Bureau’s huge program of direct medical 
care, and should administer those which are dictated by its broad responsibilities 
for the health of the Nation. Medical research, oriented toward military problems 
whether basic, applied, or developmental, should continue under the control of the 
Armed Forces. Similarly, the classified program of the Atomic Energy Com- 
mission must be separate. Because of their intimate relation to its primary 
mission, research activities of the Department of Agriculture related to health 
should also remain undisturbed. 

In research there is need for a certain looseness and flexibility of administrative 
control. By their very nature, research activities are directed at new solutions 
and are easily stultified by rigid controls. 

We recommend the creation of a National Science Foundation, not as a.specific 
organizational reform in the Federal medical service, but as an obvious means of 
insuring the strength in basic sciences upon which our national security rests and 
upon which the future progress of scientific medicine depends. Some members of 
of our committee feel that the Foundation should cover the social sciences as well; 
others stress that it should include lay members. Our concept of a foundation, 
it should be pointed out, calls for very great powers and resources to sustain and, 
where necessary, to increase the output of basic scientists, to develop new fields of 
knowledge, and to support educational and training institutions. We visualize no 
change in the responsibility of the proposed Division of Research and Training 
after establishment of such a foundation. 

The proposed Division of Research and Training should include among its 
activities direct conduct of laboratory and basic research, administration of 
grants-in-aid programs, and maintenasee of a clearinghouse for research informa- 
tion. Behind these functions should lie an over-all responsibility for planning an 
integrated research program for the Bureau with the advice and recommendations 
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of the operating divisions. Budgetary contro] of funds should rest with the 
Division of Research and Training. This does not mean that there shall not be, 
incident to such functions as medical care and prevention of disease, research 
outside this budget. Such autonomy at the level of the research worker is 
essential but it should not be extended to major expenditures of public moneys. 

The laboratory and experimental work presently carried out in the National 
Institutes of Health would be transferred to the Division. 

Clinical research is a more complex problem. For the most part it would be 
done in hospitals under the proposed Medical Care Division. Yet the Congress 
has recently authorized construction of a Clinical Research Center for the com- 
bined clinical and laboratory investigation of cancer, mental disease, and cardio- 
vascular disease. Under the principle of autonomy, the individual hospitals of 
the proposed Medical Care Division would have their own independent funds to 
the maximum degree thought wise by the Director General and his advisers. They 
would engage in research as an inseparable part of teaching and good medical 
care with provisions for only local review of individual projects. The Medical 
Care Division would exercise budgetary control over relatively small allowances 
to individual hospitals in the light of their special needs and accomplishments, 
w:thin such over-all policy as the director general should prescribe, but would not 
operate its own separate research section. The Division of Research and Train- 
ing should retain responsibility for the allocation of major funds to individual 
hospitals and for developing projects involving a number of hospitals. It should 
also provide necessary leadership in promoting small-scale projects within the 
jurisdiction of the individual hospitals, as new fields of investigation open up or 
strategic opportunities remain unexploited. 

The Division would operate the proposed Clinical Research Center of the Public 
Health Service. The Chief of the Division and the Director General should 
know and consider that many experienced non-Federal educators and investigators 
are apprehensive lest the staffing of this great center so deplete the personne] 
of existing non-Federal institutions as to be detrimental to the medical economy 
of the Nation as a whole. If these fears prove justified, the rate at which con- 
struction, operation, and staffing of the center shall proceed should be so adjusted 
as to avoid it. In the interests of research efficiency, the work of this center 
should be coordinated with that of other clinical centers in the Medical Care Divi- 
sion to promote efficient medical care and maximum utilization of specialist 
personnel, 

The research grants-in-aid program of the Public Health Service, now under the 
National Institutes of Health, and of corresponding functions in the Medical Re- 
search and Education Service of the Veterans’ Administration should be trans- 
ferred to the new Division. The consolidated program should serve the broad 
research purposes of the Bureau and pertain to all types of medical research. It 
should include projects for which Federal facilities are inadequate or nonexist- 
ent. This should be pursued as a permanent program, not as a temporary solution 
for a mere shortage of Federal facilities. To build up within the Federal Govern- 
ment a research potential of sufficient size to meet the full research needs of the 
Bureau would be at the expense of well-established non-Federal centers of in- 
vestigation, and would have far-reaching, damaging consequences for the medical 
economy of the Nation. 

We recommend, not only that an extramural program be continued but also 
that emphasis upon project research, financed by grants-in-aid and contracts, 
be changed in favor of a more sustaining type of support. Despite the invaluable 
aid which these programs have afforded to the medical schools during the postwar 
period as the exclusive means of supporting extramural research they have 
marked disadvantages. We recommend that more use be made of long-term 
grants for long-term projects and institutional grants, including funds for construe- 
tion, directed not at narrow, carefully delimited projects but at larger problems 
to be attacked from various points of view and over longer periods of time. 

The clearinghouse function would have essentially two parts: (1) Collection 
and dissemination of information about and emanating from various research 
projects, whether or not they are under Federal aegis; and (2) maintenance of a 
Nation-wide inventory of medical research and facilities by location, type, and 
sponsorhsip. 

We recommend further that the design of broad research programs, the choice of 
investigators and of institutions, and the review of research proposals be referred 
to appropriate non-Federal experts for advisory opinion, but without diminution of 
the responsibility of the director general. Such formulation and review-should 
pertain to the broad research policies of the Bureau, to the expenditure of major 
funds for intramural research, and to the disbursement of all funds for extramural 
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research. The advisers must have not only scientific competence and general 
wisdom but also complete independence of Bureau ties and obligations. At 
least two successful patterns now exist for providing such advisory services and, 
although we do not recommend any particular pattern, we do recommend that, 
before deciding upon his advisory bodies, the director general request and consider 
advice from the National Academy of Sciences. 

Investigations in public-health methods, epidemiological research, surveys of 
the Nation’s health, vital statistics, and the establishment of general bench 
marks to guide public-health activities, should be under the complete control of 
the Division of Public Health. 

The educational programs would also be varied. In addition to whatever may 
be appropriate for the educational arm of an organization with such great responsi- 
bilities for medical care and investigation, the Division of Research and Training 
would have a fellowship program along the lines of that presently conducted by the 
Public Health Service, would administer whatever aid to the medical schools the 
Congress might decide to give, and would be administratively responsible for the 
oresent Army Medical Library (for which a new building is urgently required). 
rhis latter would become a national medical library. An advisory committee on 
professional training and education would be essential to the proper exercise of 
these responsibilities. It may be noted that we do not recommend transfer of the 
Army Institute of Pathology, which should remain in association with the Army 
Medical Center. The fellowship program of the Division to help meet the acute 
shortage of trained and experienced workers in the medical and biological sciences 
should supplement the endeavors of the National Science Foundation and not 
compete with it. 





Exuipit B 
{Excerpt from Hoover Commission task force report on public welfare, pp. 174-187] 
THE VALUE OF PREVENTIVE MEDICINE 


Activities within the field of health encompass a very broad range of services 
which include the promotion of health; prevention of disease and injury; diagnosis 
and alleviation of disease and injury once they have developed; and the rehabilita- 
tion of those with handicaps which could not be prevented by proper treatment. 
The field was a much narrower one before research made new techniques available, 
and before, through knowledge and action, the professional groups and the public 
were supplied with the fruits of research which could be translated into programs 
for action. 

With medical care alone available a certain proportion of those seeking treat- 
ment could be cured, but the remainder continued round and round in a vicious 
circle. But in a balanced program, research at the center contributes constantly 
to knowledge and makes action possible. Numbers of potential patients are 
spared the effects of disease and injury through measures to promote health and 
prevent disease. Those who develop disease in spite of this can expect a higher 
percentage of cures than ever before. And a quite considerable proportion of 
those not cured may be rehabilitated and enabled to return to work. Only a 
relatively small proportion of the whole group fails to receive benefit from any 
of the health measures available and continues in the vicious circle. 

Only with proper emphasis on all phases of the health program will it be pos- 
sible to obtain the best results. It is essential that medical-care programs and 
medical research conducted by the Federal Government be related closely to 
public health and preventive medicine activities. As research (basic, develop- 
mental, and administrative) makes new procedures available, they must be incor- 
porated into the practice of public health and preventive medicine. The people 
must have knowledge of what is available and must be induced to take action 
necessary to secure for themselves the benefits of modern medical science. Thus 
an increasing part of their heavy burden may be taken from the members of the 
health team engaged in diagnosis and treatment of disease. As time goes on we 
may expect that more and more disease will become regarded as a result of failure 
to apply the knowledge we have, rather than the result of bad luck. 

It is extremely difficult at the moment to estimate accurately the amount of 
possible saving in the costs of illness that might be brought about by full use of 
all present knowledge of disease prevention. However, it is profitable to con- 
sider the question provided one realizes the difficulties and fallacies involved. 

One cannot assign money value to health and productivity since there are 
intangible values which spur us to seek health even after age has made pro- 
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ductivity unlikely. It is also unprofitable to attempt a complete separation of 
prevention and treatment since the one merges more or less imperceptibly into 
the other. The treatment of a case of syphilis in the communicable stage prevents 
transmission of the disease to others and at the same time reduces greatly the 
chances of late complications in the patient treated. The actual statistics 
necessary to study the problem adequately are also deficient, particularly the 
statistics of illness rates which are much less complete than those regarding 
deaths. We also do not have completely reliable figures on the actual costs of 
controlling disease to the irreducible minimum or even to any specified proportion 
of its present prevalence. 

Certain of the costs of illness may be computed with reasonable accuracy, but 
others are found to be indefinite. There are the direct costs of doctors’ bills, 
medicines, and hospitalization, plus the loss of wages during illness and the loss 
of potential earning power through premature death. Then there are costs more 
difficult to compute such as the loss to industry of having machines idle and the 
reduced productivity of other workers hampered by absence of the man who is ill. 

Various measures to reduce the losses are available. Immunization can be used 
to actually prevent cases of certain diseases such as diphtheria. Useful treatment 
measures will reduce deaths (penicillin in pneumonia) even though cases cannot, be 
prevented. In other diseases (diabetes-insulin; pernicious anemia-liver, etc.) it 
is possible to reduce greatly the disability even though the disease itself con- 
tinues. In other situations diagnosis in the early stages (tuberculosis, cancer 
enormously improves the value of treatment. In still other cases the chain of 
disease spread from one individual to another may be broken by measures affect- 
ing the environment such as purification of water, proper disposal of sewage, 
pasteurization of milk, control of certain air-borne infections through measures 
to sterilize the air, and the control of insects which spread malaria, typhus, etc., 
by the use of DDT. 

Current expenditures for medical care are estimated roughly as follows: 


Expenditures for medical care of civilians, United States, 1948! 


Billions 

Private individuals and organizations _ _ - $6. 5 
Government: 

Federal ” so ins ae . 6 

State and local-- ae ms 

Total __ -- ie : 8. 0 


The loss in output caused by disease and injury has been estimated as follows: 
: jur’ 


Loss in output caused by disease and injury, United States, 1948! 


c 


Loss in output due to: Billions 
Temporary disability $5 
Extended or permanent disability 1] 
Partial disability 11 

Total... 27 


Division of Public Health Methods, USPHS, personal communication. 


Fhere are additional costs due to loss of output not included in the estimate 
above, such as that of those not in the regular labor force, including housewives, 
and of those over 65 years of age. 

Added together, the two sets of figures above give a total cost due to illness 
and injury of some $35 billion. No attempt will be made to indicate how much 
of this amount could be saved if all known preventive measures were applied to 
the fullest possible extent, and if research were supported at the optimum level 
to make available new methods of prevention, health promotion, medical care, 
and rehabilitation as rapidly as possible. Unquestionably the results would be 
astounding. Examples of what might be accomplished in specific fields will be 
given, and they may serve as a sort of index of the possibilities. 

Employers who set up a good department of industrial medicine and safety 
can save its operating cost through improvement in operating efficiency of their 
plants due to reduced absenteeism from sickness and accidents. In addition, 
there is the clear gain to employees of the medical service received for sickness 
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and injury occurring at the plant, plus the extra wages received due to their 
being able to spend more time on the job.! 

Recently the National Association of Manufacturers asked about 2,000 plant 
operators what their savings were due to establishment of medical and safety 
departments. Essentially all reported that the project was a paying proposition, 
and the following average percentage reductions were reported: ? 


Reduction in occupational disease -____....._._.-____-__- aes : 62. 8 
Reduction in absenteeism_-_-.-----_--...--------- roma. Devise 8 29. 7 
Reduction in compensation costs - - - -- Sec peeeescs ee .. 28-8 
Reduction in labor turn-over-_--- --__- Vine GeeauLee eee REL Tao 27.3 


Preventive medicine for executives also pays dividends as shown by the expe- 
rience of General Motors,’ which instituted an annual diagnostic examination 
for its key men because of concern over the high toll of illness and death among 
this group. Thirty percent of those examined had medical conditions urgently 
in need of treatment. 

These are but a few examples of what may be accomplished by an aggressive 
industrial health program. The strength of America lies to a great degree in its 
extraordinary productive power. Obviously, the Federal Government has a 
great interest in maintaining this power at its maximum, and is thoroughly 
justified in providing technical assistance necessary to help build up industrial 
health and safety programs. 


PROGRAMS BY DISEASES 
Cancer 


A very recent study from Connecticut shows much hope for reducing cancer 
deaths if cases are discovered and treated early, which is the basis of the cancer- 
control program at present. (See table XV, p. 5.) In Connecticut, the educa- 
tional program is showing results, for whereas only 16 percent of breast cancers 
in 1938 were treated without delay, this percentage rose to 46 percent in 1946. 

As shown by the following table, a large proportion of cancers are fairly 
accessible for doctor’s examination, and in this group—skin, mouth, breast, 
genitalia, etc.—the proportion of cases that may be cured is quite high if treat- 
ment is given before the cancer has spread. The outlook for females is even 
more optimistic than for males, more than a third of females being cured by early 
treatment, whereas a fourth of males may be saved. Were the very best methods 
now available used in all cancer cases, we might even anticipate an average cure 
rate of 55 percent for males and 64 percent for females. 

If we apply these figures to the Nation’s estimated population of 143,300,060 
for 1948, the following simple table results: 


Results of various treatments for cancer (theoretical)— Number of 5-year cures depend 
ing on type of treatment, and state of disease when treated 


i | Average type of care 
New Cancer; Optimum 








cases | care for 
annually | all cases ce Moderate jyrg, enen, 
Early | spread Wide spread 
Females : “ Stk iiagre kane neal | 176, 260 | 112, 806 | 63, 453 | 33, 489 7, 050 
aa at liad tall ed | 157, 630 | 86, 697 | 39, 408 | 14, 187 1, 576 
Tewe...... bois pames ume 333, 890 | 199, 503 | 102, 861 | 47, 676 8, 626 


' Brundage, D. K., an estimate of the monetary value to industry of plant medical and safety services, 
Public Health Report 51:1145-59, Aug. 21, 1936. 

? National Association of Manufacturers of the United States of America— Health on the production 
front, January 1944, and Industrial Health Practices, May 1941. 


* Quoted from text of a radio talk prepared by the statistical bureau of the Metropolitan Life Insurance 
Co. and supplied through the courtesy of that organization. 
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TaBLE XV.—Cancer, new cases annually and survival rate by site and ser, Connecticut 











| New cases | Percentage of cases surviving 5 years by 
| annually per Percent of stage of disease on admission 
|} 100,000 popu- new cases eee ee — — 
Site of cancer lation 7-year =" 
. Moderate Wide 
e | | y aC 
ae | | Localized spread spread 


| 





| Male} F® | mate} Fe | mMate| Fe | Male} Fe | Mate | Fe 








| male | male male male male 
| ! 
; 
Skin =é seas 23.5 | 17.3) 12.1 7.8 | 39 | 48 2i 29 3 0 
Lip, mouth, larynx GS er eS 71 a 28 13 18 1 0 
Breast Soort Sea ee ee Ste) « 22 3 
Lungs and esophagus.-.-....| 18.7| 42] 96] 19} 4 | 4 2 0 0 0 
Stomach, intestines, rectum_.| 64.0 | 51.1 | 32.9 23.1 | 16 21 5 12 1 3 
Genitalia___- os 22.6; 53.4/ 11.6 24.1 19 | 34 17 19 4 6 
Other es a Te eee 
Total. ...- ~-----|!194.4 |1221.2 | 100.0 | 100.0} 225 | 236 9 19 1 4 
| | 





1 Dorn, H. F., Illness from Cancer in the United States, reprint No. 2537, Public Health Reports, gives a 
cancer incidence rate of 246 for females and 220 for males. 

? The same author (Dorn) in a recent aa communication estimates that if ‘‘the best known skills and 
techniques.at present are made generally available and that cases are discovered at an early age so that the 
maximum benefits from treatment are available’ we might expect ‘‘an average cure rate of 55 percent for 
males and 64 percent for females.” 


Source: MacDonald, E, J., The Present Incidence and Survival Picture in Cancer and the Promise of 
Improved Prognosis, Bull. Am. Coll. Surg., June 1948. 


Thus employing the best possible care with full use of modern knowledge of the 
importance of reporting to the doctor early, skillful diagnosis and the best treat- 
ment, will expect to save the difference between the 199,503 survivors of this 
type of treatment and 102,861 survivors from average treatment in the early 
stages of cancer. There is a difference of 96,642 lives that might be saved if all 
had the best care now known (without waiting for results of research now under 
way or that we may be undertaking later). Contrasting the 102,861 survivors 
with early average treatment with the 8,626 that may be expected to survive with 
late treatment, we find a theoretical saving of 94,235; or if the two widest extremes 
of optimum treatment and late treatment are contrasted, there would be a saving 
of 190,877 lives each year. 

While many cancers occur in older people, the percentage of cases under 50 
years old in the Connecticut series was 20.1 for males and 33.8 for females. The 
group under 60 years old made up 44.5 percent of the male cases and 59.7 percent 
of the females. One may conclude quite fairly that a very considerable number of 
productive years may be saved. by the widespread application of known cancer- 
control methods. As research improves the results of treatment, the outlook will 
undoubtedly improve further. 


Tuberculosis 


The National Planning Association ® has estimated the annual direct and in- 
direct cost of tuberculosis to the Nation at $355.6 million at 1943 standards. If 
we were willing to spend $387 million each year (only 31.4 millions more than the 
amount we are already spending) for a 10-year period, it is estimated that the 
disease could be reduced to such a degree that only $37 million a year would be 
needed thereafter to keep it well under control, contrasted with the actual annual 
direct cost of $174 million. Thus, the annual saving which might be brought 
about by temporarily increasing expenditures for control would be $137 million, 
plus some $181.6 million which is the computed indirect cost due to loss of wages 
because of tuberculosis, 

Some authorities question the possibility of eradicating tuberculosis, but there 
is general agreement that it could be reduced to a very low level through an active 
control campaign. 


4 There are minor fallacies in applying the figures from Connecticut to the whole country because of differ- 
ence in age distribution of population in the various States and certain other factors. 

‘ National Planning Association, Joint Subcommittee on Health, Good Health is Good Business, 
February 1948. 
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Syphilis 

Effects of the relatively intensive efforts to control syphilis which have been 
made in recent years (very largely due to stimulation and financial assistance pro- 
vided by the Public Health Service) are already discernible in lowered death rates 
from the disease. This reduction is all the more significant because there has been 
a tendency to report more syphilis deaths as due to their real cause in recent 
years than formerly. 

’ The reduction in total deaths amounts to about 27 percent, and in infant deaths 
due to syphilis there has been a 65-percent reduction. 

The age at which syphilis deaths occur has become greater, which means that 
even though death from syphilis may not be avoided in all cases, the life expecta- 
tion of a person with syphilis is increasing. By combining the effect of the lowered 
syphilis death rate and the increased age at death, comparing 1933 with 1944 and 
using life tables of 1930 and 1945, and computing figures only up to age 65, there 
was an increased life expectancy of 91,600 vears in 1944. 


Syphilis mortality rate, United States, 1933-46 } 


De ) , 
Deaths per 100,000 population Infant deaths 
per 1,000 





| Total White Nonwhite | live births 
SS — — | ———- 
~ | 
Average of 1943-45, inclusive a | 11.4 | 8.0 | 39.5 0. 26 
Average of 1933-35, inclusive ! 15.5 | 11.1 ] 54.3 .74 


1 Kahn, H. A. and Iskrant, A. P., Syphilis Mortality Analysis, Jour. Veneral Dis. Inf. 29:193-200 July 


1948. 
Median age of white syphilis deaths, United States, 1935-1944 } 
Median age of persons 
dying from syphilis 
| Male Female 
| 
1944 ek delicacies et telecencisliaeraiid ak asaciagl tetas 57.2 54.4 
1935 ; ele EL Te §2.8 49.0 
Increase a . a ke 4.4 5.4 


1 Kahn, H. A., and Iskrant, A. P., Syphilis Mortality Analysis, Jour. Venereal Dis. Inf. 29:193-200, July 
1948 


Malaria 


It is estimated ® that there are at least 2 million cases of malaria annually in 
the United States, and that the disease costs the country $500,000,000 a year. 
During the last war intensive malaria-control activities were carried on in areas 
around military camps at a cost of some $10,000,000 a year. The results were 
brilliant as shown in the accompanying chart, with a very much lower malaria 
rate among troops in the continental United States than was true during World 
War I. It is estimated that with 7 years of intensive effort, costing a total of 
$53,000,000, the disease could be virtually eradicated, and only about $250,000 
a year would be required thereafter to keep it under control.? 

There would doubtless be valuable byproducts also from such malaria control. 
Recent experience with DDT control in Ceylon § has shown that, as the cases of 
malaria are reduced, there is a coincident drop in infant mortality. In one area 
over a 3-year period there was a drop from 818 to 158 malaria deaths per 100,000 
population, accompanied by a fall in infant deaths from 239 to 145 per 1,000 live 
births. 


* Williams, L. L., Jr., Economie Importance of Malaria Control; proceedings, twenty-fifth annual meet- 
ing, New Jersey Mosquito Extermination Association, pp. 148-151. 

7 Personal communication, Division of Public Health Methods, USPHS 

§ Abhayaratne, O. E. R., Infant Mortality in Ceylon; unpublished thesis for doctorate of public health, 
Harvard School of Public Health, 1948 
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Maternal and child health 


There seems no biologic reason why the maternal and infant mortality rates in 
the States with the best records could not prevail in the other States of this 
country as well. If proper public health and medical care were available, if 
housing, sanitation, nutrition, and general economic factors were favorable, such 
a situation would doubtedless prevail. On the assumption that the infant mor- 
tality rate in Utah of 27.2 deaths per 1,000 live births in 1946 had prevailed else- 
where in the United States, 21,611 infant lives might have been saved. Had the 
maternal mortality rate of 0.9 per 1,000 live births in Connecticut and Minnesota 
in 1946 been that for the country as a whole, 2,127 mothers’ lives would have 
been saved. 

PREVENTIVE MEDICINE IN THE ARMED FORCES 


Probably no other large group has employed preventive measures appropriate 
to age and environmental conditions more effectively than the Armed Forces. 
A few examples will illustrate this fact, 

1. Typhoid fever control 

The increasing effectiveness of vaccine and sanitation in controlling typhoid 
and paratyphoid fevers is one of the most striking examples of what preventive 
medicine can accomplish. With no vaccination available during the Spanish- 
American War the typhoid-paratyphoid rate was approximatély 300 times as 
great as during World War I. With constant improvement, the World War ITI 
rate was reduced to about one-seventh that experienced in World War I. 


Typhoid-paratyphoid and dysentery in United States Army, World War I and World 
War II 


[Rates per 1,000 men per yvear| 


. Diarrhea and dys 
Typhoid Paratyphoid meen ich ley gh 
3 entery ! 


W orld World W orld W orld W orld W orld 
War I War II War I War Il War I War II 


United States saan 0. 24 | 0. 007 0. 01 0. 006 17.8 9.1 
Overseas : 53 . 05 oY 07 28. 9 40 
kA --| 37 . 08 05 . 08 22. 4 21.4 


! No vaccination applicable to this group. Diarrhea and dysentery rate was actually higher in the Second 
World War than in the First, for oversea troops, many more of whom were in the tropics than during the 
First World War. 


2, Tetanus prevention 


During World War II tetanus toxoid was used routinely, and the reduction in 


tetanus cases as compared with the First World War was nothing short of dra- 
matic. 


3. Smallpox— Effectiveness of vaccination 


Vaccination against smallpox was compulsory during the Second World War, 
but this was not universal during World War I; the contrast is striking. 


Tetanus, United States Army, World War I and World War II 
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Smallpox cases, United States Army, World War I and World War II 


Number of cases 


| World War I |World War II 


SD ENE. iu cis cadewshunvbnenceion dhvinttgtip ak SeMtils sitemeseds jee 780 | 10 
Overseas. _.. an ssiadealiets atnctenndabontnd thintetep inden da ciabdddenasteil 73 106 
Me a ae ge aE GEE, ee: Sine oa wtaeceeed 853 | 116 

| 


js 


4. Typhus (epidemic louse-borne) s 

Typhus was prevalent among civilians at one time or another in areas of Europe, 
Africa, and the Middle East in which troops were operating. However, less than 
100 cases (all mild with no deaths) occurred in American troops due to vaccination 
against typhus and the use of DDT. 


&. Cholera 

This disease was present in epidemic form in many areas where troops were 
stationed, such as China, India, and Burma. Yet only 14 cases occurred in 
troops, 13 of these in China. Vaccination plus protection of food and water 
accounted for the saving of many lives. 


6. Plague 

Outbreaks of plague occurred among civilians in the Azores, New Caledonia, 
Egypt, Senegal, China, and India where troops were stationed. Due to control 
measures, including vaccination, no cases occurred among American troops. 
7. Yellow fever 

The effectiveness of yellow-fever vaccination was well demonstrated prior to 
adoption by the Army. No cases occurred among American troops. There was 
no great exposure to this disease, however. 
8. Meningitis 

In addition to a very greatly reduced case fatality rate from meningitis, it 
proved possible to actually prevent the spread of the disease among units of troops 
by giving sulfa drugs to reduce the carriers of meningococci. One report showed 
only two cases among 15,000 men, giving sulfadiazine as a preventive measure, 
while among 18,800 controls not receiving sulfa there were 40 cases during the same 
period. Both the treated and the control groups had essentially the same per- 
centage of carriers in their group at the outset of the experiment. 


9. Malaria 


Navy and Marine Corps.—During 1941 the average monthly case rate per 1,000 
per year was 1.2. In the first 9 months of 1942 the average was 3.7, but between 
November 1942 and June 1943 the range was from 31.2 to 49.4. Repressive drugs 
were available during this period, but enforcement of recommendations that they 
be used regularly were lax. As soon as enforcement became strict and general, 
the malaria rate dropped, running between 10.7 and 17.2 during October 1943- 
March 1944 and falling thereafter to a very much lower rate. The figures quoted 
are for Navy and Marine Corps as a whole; were they restricted to personnel 
actually in malarial areas they would be even more striking. 

Army.—The Army figures on malaria within the continental United States 
during World War II are even more striking when compared with the World War | 
incidence of malaria. 


10. Tuberculosis 


Except in the early stages of World War II, candidates for induction into the 
Armed Forces were screened by X-rays to detect tuberculosis and nearly 150,000 
cases eliminated at induction centers alone. Already this procedure has proven 
extremely profitable to the Federal Government in reducing the number of 
tuberculosis cases both in the Armed Forces and among veterans. 

In testimony before a Senate committee in 1944, the Deputy Surgeon Generat 
of the Army stated that only 3 percent of wounded died of their wounds (tetanus 
toxoid, blood tranfusions, sulfonamides, and penicillin, ‘preventive’ surgical 
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management). The over-all death rate from disease was given as 0.6 per 1,000 
per year, which is much lower than the civilian rate for the same age group. Com- 
municable diseases such as smallpox, the typhoid fevers, typhus, yellow fever, etc., 
which are largely preventable by vaccination, were essentially unknown. Menin- 
gitis which had a case fatality rate of 38 percent in World War I showed a reduc- 
tion to 4.2 percent with sulfonamides, and this was even lower with penicillin. 


Tuberculosis in Armed Forces, World Wars I and J 1 


Average 
Average als annual ili 
admission Aree mortality er 
’eak rate : . s i : 
dam pleted mortality ceili n of all 
, : ; rate (Army) es awards for 
in forces ’ v correspond- g ; 
(per 1,000) | (per 100,000) ing age disability 
| (per 100,000) 
World War I cs ; 4, 200, 000 | 11.8 66 150 15.2 (1923 
World War II 14, 361, 000 1.0 7 48 1.5 (1947 


EXPECTATION OF LIFE 


Life-expectancy tables throw much light on public-health programs of the past 
and on future problems. Figures for the United States before 1900 not being 
available, comparable figures for Massachusetts beginning in 1850 are used to 
supplement those for the United States in table XVI (p. 12). For the sake of 
simplicity consideration is restricted to white females. Other groups show similar 
trends. 


At birth 


During the 40-year period 1850-90 life expectation at birth increased from 
40.5 at an average rate of only 0.1 vear per vear to 44.5. In the next 20 years the 
rate of increase quadrupled to 0.43 year per year rising to 53.1 in 1910. In the 
36-year period 1910—46 the rate of increase was about the same, being 0.46 year 
per year with an expectation of 70.3 vears attained in 1946. The greater part of 
this remarkable increase during the last 50 years has been due to bringing most of 
the acute communicable diseases under control and to reduction in infant mor- 
tality (the Massachusetts infant-mortality rate in 1890 was 166.6; in 1946 it was 
31.6). 

A great deal of work remains to be done before it can be said that acute com- 
municable diseases have been controlled even as well as we know how to control 
them at present, not to mention the future possibilities research may disclose. 
And there is still much room for reduction of infant deaths. In both of these 
fields, the law of diminishing returns will become operable, however, as soon as 
control measures are more uniformly applied in all areas of the country, especially 
the rural ones not now properly covered. 


At age of 50 


Between 1880 and 1900 there was actually a slight reduction (1.9 years) in 
expectation at age 50. But from 1900 to 1946 life expectation for the woman of 50 
has slowly increased at an average rate of 0.09 years per year—interestingly 
enough, about the same rate of increase as was taking place for infants at birth 
prior to 1890. 

This slight degree of improvement indicates that progress in controlling diseases 
characteristic of later life, such as most cases of heart and kidney disease, dia- 
betes, cancer, etc., has been much slower than has been the case with “childhood”’ 
diseases. Obviously, there is a definite limit to how long life may be extended, 
but based on the experience of other countries three or four additional vears ex- 
pectation at age 50 is not unreasonable. 

The need for research to provide better methods of controlling these ‘“degenera- 
tive” diseases is enormous. Even so, we are by no means applying all our present 
knowledge and there is an enormous field for studies to develop the best admin- 
istrative techniques for doing this. 
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Taste XVI.—Ezpectation of life at birth and at age 50, by years—White females 


MASSACHUSETTS, 1850-1910 


1850 ! 1878-82 ! 1890 ! 1893-97! | 1901! 1910! 
ss — — — - - — -_—— _—-_—_—_——_—— 
Birth 40.5 43.5 44.5 46.6 49.4 | 53. 1 
Age 50 eokmel 23. 5 22. 1 22. 1 21.6 21.6 

_ 
UNITED STATES 1900-46 (DEATH REGISTRATION AREA) 
! 

1900-023 | 1909-112 | 1919-212 1929-31 3 1939-41 2 1946 3 
Birth ¥ 51.1 53.6 | SR. 5 62.7 67.3 70.3 
Age 50 21.9 | 21.7 23.1 23.4 4.7 26.0 


Metropolitan Life Insurance Co., Statistical Bulletin, December 1927. 
? Greville, T. N. E., United States Tables and Actuarial Tables 1939-41, U. S. Government Printing 
Office, Washington, D. C.: 1946 
National Office of Vital Statistics, news release, July 26, 1948 


CAUSES OF DEATH 


here is value in examining the major causes of death during the productive 
period of life (age 20 to 65) to learn what might be achieved if deaths from these 
causes could by some means be eliminated completely. While this is obviously 
impossible, we may nevertheless gain an idea of the relative importance of these 
causes which can serve as a guide in planning public health control measures as 
well as research. Table XVII, page 13, indicates that during 1945, 4,369,000 
vears of working life were lost from the 15 major causes of death at ages 20 to 64. 
If these causes were all eliminated 178,500,000 vears of productive life up to age 
65 would be added for white males alone in the United States; and the life expect- 
ancy at age 20 would rise from the 1945 figure of 39.85 years to 43.8. 

Some of the most important causes of death during this age period are very 
definitely amenable to preventive measures now available. Certainly accidents 
may be prevented in large part; tuberculosis and syphilis may be controlled to a 
large extent. It is quite legitimate to assume that early treatment of the best 
quality now available would very materially reduce the deaths from cancer, 
diabetes, pneumonia, appendicitis, hernia, and intestinal obstruction. It is 
perhaps uncertain how much reduction in suicides and in peptic ulcers may be 
anticipated from applied mental hygiene, but it would doubtless be considerable. 
Not a great deal could be promised in diminishing deaths from heart disease, 
intracranial disease, and nephritis with our present knowledge, though it is quite 
reasonable to suppose that early diagnosis and careful treatment would produce 
measurable reductions. 

It is then evident that with full use of modern knowledge and facilities we 
might confidently expect that the life expectation at age 20 up to age 65 could be 
increased by 1.59 vears, and that 68.2 million years of working life would be 
added to the white male population in this age group. 

Preventive medicine as applied to the individual and his family and public 
health as applied to the community are integral parts of a balanced health program. 
Other activities included are health promotion, medical care, and rehabilitation. 
All are supported by research and education. Only by support of all phases can 
the best and most economical results be achieved 
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TasLe XVII.—Effects of eliminating important causes of death on life expectancy 
and increase in productive working years— White males, ages 20 to 65 


Lost years of 








working life, Increased 
ages 20 to 64, on | Increased years | expectation 

15 major causes of death at ages 20'to 65 account of of working life, | of life to 

deaths in 1945 | age 20 toage 65'] age 65 at 

from specific age 20} 
causes 
stipes cmacaiasesacinpstniadeipecenaninseitenciinisilipataniti pliant 
Heart disease : : 1, 033, 000 58, 000, 000 1. 20 
Accidents Se ae <r ie J aes 1, 251, 000 33, 500, 000 81 
Cancer __....-. : . 401, 000 21, 500, 000 45 
Tuberculosis ; ; 373, 000 | 17, 000, 000 44 
Nephritis pid . : a t : 176, 000 | 8, 500, 000 .19 
Intracranial lesions ; ; ; | 160, 000 9, 000, 000 18 
Pneumonia and influenza ai : bao a 72, 000 | 7, 500, 000 si9 
EE ea a 142, 000 7, 000, 000 17 
Cirrhosis of liver ; ‘ 64, 000 | 3, 500, 000 07 
Ulcers, stomach andjduodenum.._- ane sa . ee 58, 000 | 3, 000, 000 07 
I a na ainesing Gite'inaonesnmey eee eae eee ee ae 61, 000 3, 000, 000 06 
Diabetes oid : ‘ 60, 000 | 3, 000, 000 06 
Appendicitis os ee b : x 62,000 | 2. 000, 000 04 
Hernia and intestinal ohstruction_- Ratdinists 44, 000 | 1, 500, 000 | .03 
Biliary calculi, ete.......- : ea ea eee 12, 000 | 500, 000 | 01 
er a 
arith cick A tachieschcibesbtdienintieniciceenes 4,369,000 | 178, 500, 000 | 3.95 
} | 





1 Based on 1945 experience and as increased through elimination of deaths from specific causes. 


Source: Lew, Edw. A., Metropolitan Life Insurance Co., personal communication. 


Possibl2 increases in life expectancy through elimination of major causes of death at 
ages 20 to 66 


| Exnecta- | 


tion | Possible Expecta-| possible 
fac ; } increase |} oe increase 
ctor factor 
Diseases largely preventable | Questionable reduction (25 
SO percent percent 
Accidents 0.81 | Suicide 17 
Tubere1losis 44 | Uleer 07 
Syphilis | 06 | Biliary calenli 01 
— Cirrhosis of liver 07 
Total — 1.31 | 1. 05 
Total 32 08 
Material reduction possible | 
40 percent | Little reduction possible (10 
Cancer | 45 | percent): 
Pneumonia and influenza 17 Heart disease 2 
Annvendicitis 04 | Nephritis 19 
Hernia and obstruction. ._| . 03 | Intracranial lesions 18 ; 
Diabetes } 06 | i 
1. 57 16 
Vo al 20 I 3 ij = 
| Pr ee DS 3.95 1. 59 


RECOMMENDATIONS 


1. Generous support of preventive measures and those which promote health 
will reduce the costs of medical care for disease and injury. 

2. As the wards of the Federal Government comprise one-seventh of the total 
population, expenditure of Federal funds for general health promotion and disease 
prevention among the population as a whole will produce more than general health 
benefits for the Nation. Very considerable savings will result in the Federal 
Government’s obligations to its own wards for medical care. 

3. Very intensive preventive measures are financially justifiable for Federal 
wards. There is every reason to expect that expenditures for such measures will 
be repaid many times over by savings in medical care costs. 


Senator O’Conor. Dr. Klinefelter, you are, of course, known to 
us and known favorably, but just for the purpose of the record, would 
you be kind enough to state your full name and your background, sir? 


96891—52 7 
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STATEMENT OF HARRY F. KLINEFELTER, JR., M. D., BALTIMORE, 
MD., NATIONAL DOCTORS COMMITTEE FOR IMPROVED FEDERAL 
MEDICAL SERVICES 


Dr. Kurneretter. My name is Harry F. Klinefelter, Jr., and I 
live in Baltimore. I am in private practice and a specialist in internal 
medicine. Iam on the staff of the Johns Hopkins Hospital, the Union 
Memorial Hospital, Church Home and Hospital, and Women’s Hos- 
pital. Iam consultant to the Veterans’ Administration at Perry Point 
Hospital, Perry Pont, Md. Iam chief of the medical service at the 
Anne Arundel General Hospital in Annapolis. I am a fellow of the 
American College of Physicians, a member of the AMA, the American 
Rheumatism Association, and the Endocrin Society. I served in the 
Army for 3 years, 1943-46, as major, AUS general hospitals, zone of 
the interior. I was consultant to the Far East Command of the Army 
in 1949. I am serving as chairman of the Maryland State affiliate 
of the National Doctors Committee for Improved Federal Medical 
Services and, as all doctors, | am greatly alarmed at the patent mal- 
distribution and inefficient use of the Nation’s medical manpower. 

| have always had a special interest in veterans. Like all doctors, 
I am concerned that they receive the best medical attention that a 
grateful nation can bestow. In my experience during and after the 
war I have become familiar with some of the problems that exist in 
the administration and operation of veterans’ hospitals. While in 
many areas, service and care have been of the best, it is my honest 
opinion that there is not only great room for improvement but that 
it is vitally important that certain practices be corrected. 

It is both a pleasure and a privilege to appear before you today to 
take part in discussion of the important matter before you. 

As a physician, my interest in this matter is natural and human. 
I am confident that virtually every doctor in America has a feeling of 
deep personal interest in the matter of efficient operation of our 
Federal Government’s vast system of medical assistance. We who 
are daily on the firing line, so to speak, have a close personal interest in 
any efforts which will provide a more equitable distribution of our 
medical facilities and medical technicians, the maximum utilization 
of our medical facilities and more coordination and efficiency in the 
construction of hospitals, particularly those to be operated by some 
agency of the Federal Government. 

These points are of vital significance to us from the standpoints 
of efficiency, economy, and the health of the Nation, plus the most 
important aspect of all—our preparedness for the possibility of a 
major catastrophe resulting from an enemy attack on one or more of 
our centers of population concentration. 

At the outset, let me say that the problem of the Nation’s health 
is first and foremost a doctor's problem. Health maintenance is a job 
for the medical profession. Thus, it is part of our business to make 
certain that operations of all types in this field, public as well as 
private, are conducted in the most efficient and effective manner so 
as to result in maximum utilization of personnel and facilities at hand 
in providing the best possible medical care to all segments of America’s 
citizenry—civilians, veterans, and active members of the Armed 
Forces; 
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Let us have no delusions about the matter, however, Americans 
are often not getting this type of medical care because of the confused 
overlapping, duplication, and waste which prevails under the present 
system of Federal medical services 

In considering a medical program of any nature, the most t logical 
place to start is swith the patient himself, and the core of the F ‘ederal 
medical program is the veteran. The Government currently is spend- 
ing some $2 billion a year on its varied and far-reaching program of 
medical assistance to some portion of the 24 million citizens who are 
entitled to some form of care. Of this number, 19 million, over 
three-fourths, are veterans. 

Thus, the medical activities of the Veterans’ Administration re- 
present by far the largest part of the whole program of Federal 
medical activities. For this reason major share of the blame for the 
present inefficiency and waste in the whole of the Federal medical 
program structure and operations lies with the Veterans’ Adminis- 
tration. 

Any frank discussion of the administration of medical care afforded 
veterans is likely to give rise to unfounded and vicious statements 
that those who are discussing these matters are opposing adequate 
medical care for our war veterans. Let me make it ervstal clear 
from the start that I stand firmly in support of provi ling those of 
our veterans who need it with the best medical care which can be 
afforded them. The veteran is entitled to high qua lity medical care 
efficiently administered by competent, medical personnel. And that 
is exactly what we are trying to obtain for the veterans. The very 
abuses of Federal medical programs which we are trying to correct 
by their very nature prevent the veteran from receiving the kind of 
medical care to which he is entitled and for which the public is paying 
Correcting the abuses which currently exist in the Government’: 
apparently uncoordinated and ill-programed medical program will 
provide veterans with more medical care of a generally higher quality, 
rather than less care of lower quality. 

The legislation you gentlemen are considering today is aimed at 
correcting most of the ills which presently are gaawing at the vitals 
of our Federal medical programs. In brief these ills boil down to 
overlapping aad duplication of activities and facilities, resulting from 
apparent lack of coordination and central arin ww and resulting in 
the inevitable waste of sorely needed trained medical manpower, 
misuse of valuable facilities and needless squandering of public funds 
which just as well could be used to purchase efficient medical care 

The report and recommendations a the bipartisan Hoos er Commis- 
sion are, of course, fully known to Congress and particularly the 
members of this committee. With your permission, however, I should 
like to restate just a few recommendations of the Commission’s 
Medical Task Force which, as you know, included widely known doc 
tors, that apply particularly to the Veterans’ Administration. Said 
this group: 

In general, in the Federal medical services, the authority of professional medical 
personne! is limited and actually subordinate to that of the nonmedical personnel 
* s % 2 * + 

In the Veterans’ Administration, lay control by the Administrator includes 
decision, not only of what hospitals will be built, but also of the location. Both 
of these matters should be initiated and finally decided by the highest medical 
authority in the agency. 
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The purchase of purely medical items, which we may describe loosely as those 
used to treat patients, is a technical function requiring extensive professional 
knowledge and continuing adaptation to the changing techniques of the medical 
profession. 


a * . * * La + 


This principle is violated in the Veterans’ Administration in which the supply 
service is on an equal basis with and wholly independent of the Department of 


Medicine and Surgery. 

These statements, gentlemen, were made by the task force of ex- 
perts, including widely known doctors, after a careful study of con- 
ditions. 

The apparent lack of careful selectivity and planning which has 
characterized the hospital construction program of the Veterans’ 
Administration is widely known both in the medical profession and 
lay circles. In fact, the haphazard manner in which hospitals have 
been located and the extraordinarily high costs the VA has paid for 
their construction has approached the proportions of a national scan- 
dal. There are innumerable examples which could be cited showing 
that the Veterans’ Administration has constructed hospitals in places 
where they were not needed, where it was virtually impossible to 
obtain personnel to staff them properly, and where there were very 
few veterans who required the services provided as a result of their 
construction. Also, a close inspection of the situation would reveal 
that the Veterans’ Administration has built hospitals in close proximity 
to other Government-owned hospitals which were being closed. 

Appended to this statement is a table listing Veterans’ Administra- 
tion hospitals, with the number of beds available, the number of beds 
actually in use, and the percentage of beds actually occupied. In 
the interest of time, I shall not attempt to read these tabulated data, 
but I urgently suggest that you review these figures. 

The study by the Hoover Commission’s task force revealed several 
significant examples of ineptitude in handling of governmental 
medical affairs. For example, the report of the Veterans’ Adminis- 
tration for 1950 showed that 87 percent of the cases in VA hospitals 
were there as a result of non-service-connected injuries or illnesses. 
Of a total of 577,715 cases admitted during the period of the report, 
only 79,965 or 13 percent, were service- -connected. Many of these 
aen-mervico-conneced cases were probably able to pay for their 
medical care but did not do so. 

Yet, the Veterans’ Administration clamors for more and more 
hospitals to take care of more and more cases. As of December 15, 
1951, there was a total of 18,456 veterans awaiting beds in VA hos- 
pitals, but, of this total, only 171 had service-c onnected injuries or 
illnesses. As of December 30, 1951, the Veterans’ Administration 
had ‘farmed out’ 6,260 veterans to other hospitals, Federal, State, 
and private. Present law authorizes the Veterans’ Administration to 
care for veterans with non-service-connected injuries or illnesses, 
provided accommodations are available, and it would appear the VA 
has taken full advantage of requests for care of non-service-connected 
cases to build up its appeals for more hospital facilities. By “farming 
out’? service-connected cases, even though accommodations are 
available, they bear the cost of both. 

It should be noted, however, that even while the Veterans’ Adminis- 
tration is building up large backlogs of cases awaiting hospital care 
and, at the same time, ‘farming out’’ other cases, its own hospital 
facilities are not operating at capacity. 
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Figures of the Veterans’ Administration as of December 31, 1951, 
show that the VA hospital at Batavia, N. Y., was only 61.6 percent 
filled; the one at Madison, Wis., 69.4 percent filled; the one at Grand 
Junction, Colo., 68.4 percent filled; at Fort Benjamin Harrison, Ind., 
66.8 percent filled; at Wichita, Kans., 69 percent filled; at Shreveport, 
La., 60.5 percent filled; at Iron Mountain, Mich., 52 percent filled; at 
Upper Bluff. Mo., 58.3 percent filled; at Lincoln, Nebr., 53.7 percent 
filled; at Big Spring, Tex., 53.6 percent filled; and at Marlin, Tex., 
63.7 percent filled. 

And, these percentage figures are based on the Veterans’ Admin- 
istration’s own determination as to the number of beds in these hos- 
pitals. In many cases, the number of beds the hospital is capable of 
handling and the number of beds actually staffed vary considerably. 
This is because the lack of coordination and central planning in our 
Federal medical activities has led to keen competition between agen- 
cies for a very limited supply of competent medical personnel. And 
there’s no indication that the situation will improve to any degree in 
the near future, because this competition has resulted in the utterly 
wasteful practice of hoarding skilled medical people in unimportant 
and often unnecessary jobs. Since medical manpower certainly should 
be considered as essential in time of war and for defense of the home 
front, perhaps we should say these agencies are “stockpiling” for future 
needs. 

As the result of the lack of personnel, the Veterans’ Administration 
generally lists only those beds it considers “‘operating’’—those it is 
able to staff. In this manner, the figures on facilities utilization be- 
come more effective in indicating need for more facilities. 

The Veteran’s Administration’s hospital at Miles City, Mont., for 
example, is listed as a 50-bed facility, with 34 beds filled, for a per- 
centage occupancy figure of 68 percent. Actually, the Miles City 
institution is a 100-bed hospital, and the 34 active beds gives an 
occupancy percentage of 34. The hospital at Temple, Tex., is listed 
as a 708-bed facility with 546 or 77.1 percent of them occupied. 
When the Army operated this hospital during the war, it had con- 
siderably more than 2,000 beds in use there. If it were a 2,000-bed 
hospital under VA operation, its occupancy figure would be cut to 
approximately 25 percent. The entire picture on these misleading 
occupancy figures is set forth in exhibit A hereto. 

These are only a few of the many examples which could be cited 
to demonstrate the miserable state of our Federal medical programs 
at present. Since the Veterans’ Administration administers to more 
than three-fourths of the total number of people for whom the Gov- 
ernment provides total or partial medical care, it logically follows that 
the VA contributes a corresponding share to the confusion and malad- 
ministration which plague our Government medical activities. 

Let me make it clear, however, that those persons entitled to re- 
ceive all or part of their medical care from the Government are not 
the only ones who are affected by the overlapping, duplication, and 
waste in the Federal programs. It is abundantly clear that our civil- 
ian population is feeling effects of the competition between Federal 
agencies for scarce medical manpower. 

Many private hospitals are unable to compete with Federal agen- 
cies for competent personnel, simply because the Government can 
make more attractive financial offers. At the same time, the ever- 
expanding Federal program is taking away some of the patients who 
otherwise would be cared for in private hospitals. 











96 ESTABLISH A DEPARTMENT OF HEALTH 


The legislation you have before you probably is not the full and 
complete answer to this perplexing and growing problem. I have no 
doubt that further legislation will be required in the future to meet 
new problems as they arise. This legislation, however, at least is an 
initial step in the right direction. Establishing a Department of 
Health to be responsible for top-level coordination and over-all plan- 
ning would eliminate most, if not all, of the disastrous misuse of the 
relatively scarce supply of capable medical personnel which, in the 
final analysis, is the medical profession’s most valuable contribution 
to the national health. 

Senator O’Conor. Dr. Klinefelter, because this exhibit which is 
appended has to do with a matter which is of very much concern 
among the members of the committee, the question of hospital bed 
occupancy, I think it would be very desirable if you were to include 
this as a part of your statement. 

Dr. KLINEFELTER. Yes, sir. 

Senator O’Conor. Because certain inquiries have already been 
made by the committee on this very question, I think that would 
supply a great deal of the information which we have been seeking. 
It is very concisely presented, and for that, as well as for your state- 
ment, we are indebted to you. 

(The siaiebial referred to is as follows:) 


Exuipir A 


Hospital bed occupancy, Veterans’ Administration 


Citizens’ 





ie? 
Hospital Authorized) Operating cent py 7 committee oe ae 
. — beds beds ? “e ‘ percentage eee 
OCUPANCY |e ne centage 
Ipancy 
- 
Arizona 
lucson 405 405 S86. 4 RH. 4 
Whipp! 382 382 87.7 87.7 
Calforr 
Li re 602 487 0.3 73. 1 17.2 
San Fernand 510 439 92.9 80.0 12 
Kentucl kv: Outwood 316 264 85. 6 71.5 14.1 
Massachusetts: Rutland Heights 615 615 8S. 6 88. 6 
Missouri 
Excelsior Springs 251 251 §2.9 82.9 |... 
Springfield ‘ 600 474 R4.0 66.0 18.0 
New Mexico: Fort Bayard 222 222 84.8 83.8 
New Yor 
Castle Point 605 605 | R84 
Sunmount 559 515 73.8 68. 0 5.8 
North Carolina 
Oteen . 1, 996 1, 500 83. 6 §2.8 20.8 
Oteen division 906 996 90. 2) 90. 2 
Swannanoa division 1,000 (504) (70. 6) 35.6 35.0 
Ohio: Brecksville 324 264 05.8 78.1 17.7 
rennessee: Memphis 300 300 88.3 R88, 3 
Texas: Kerrville 695 439 R2.2 51.9 30. 3 
Washington: Walla Walla 421 421 72.4 72. 4 
Wisconsin 
Madison 3 484 111 69. 4 15.9 53. 5 
Waukesha 256 214 80.3 74.6 14.7 
\Jabama 
Tuscaloosa O68 96S 8Y. 0 89.0 
Tuskegee 2.307 2, 304 RR, 7 RR. 6 0.1 
Arkansas: North Little Rock 2. 095 2, O95 04.8 04.8 
California: Palo Alto 1, 431 1, 411 95. 6 04.3 1.3 
Colorado: Fort Lyon... 853 816 97.5 93.3 4.2 
Georgia: Augusta 1,300 1, 536 91.2 107.8 +16. 6 
Illinois 
Danville 2, 021 1.717 95.3 81.0 14.3 
Downey 2,977 2, 472 89.4 74.2 15.2 
Neuropsychiatric section 2, 402 (2, 255) (90. 2) 84. 6 5.6 
Tuberculosis section 575 (217 (81.1 30.6 50.5 
Indiana: Marion 1, 696 1, 696 06.8 96.8 
lowa: Knoxvilk 1, 631 1, 631 95.5 95.5 
Kansas: Topeka 1, 400 1, 400 71.2 71.2 
Kentucky: Lexington 1, 216 1, 216 91.1 91.1° 


See footnotes at end of table, p. 9&8. 
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Exuisir A—Continued 


Hospital bed occupancy, Veterans’ Administration—Continued 
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Hospital } 























Maine logus S6Y &O9 85. 2 85. 2 
Maryland: Perry Point 1, 910 1, 910 95. 1 
Massachusetts 
Bedford 1, 803 1, 803 ¥8. 2 VS. 2 
Northampton 1, 105 1, 105 QOS. ( OR. ( 
Michigan: Fort Custer 2 060 | 2 056 QF 95.1 | 9 
Minnesota: St. Cloud 1, 379 | 1,379 U6. f “i. ¢ 
Mississippi: Gulfport 1, 09S 1, OVS y 7 
New Jersey: Lyons 2,013 2,013 96. 7 ye 
New York 
Canandaigua 1, 700 1, 700 3.4 43. 4 
Montrose WHS 1, 464 91.4 68 23.3 
Northport 2, 502 2, 502 4 M 
Ohio: Chillicothe 2 116 2 11¢ OS. 6 s 
Oregon: Roseburg 670 669 RAY KN Y 
Penn Ivania - 
Coatesville 2,119 1, 997 ) nf 2 
Lebanon 1, 065 1, O05 7.8 { 4.4 
h Dakota: Fort Meade 720 ; 89. 4 RY. 4 
lennessee: Murfreesboro... 1, 307 1. 205 93 9 RR F 74 
lexas: Waco 2 040 2 040 95. 2 ) 
Virginia: Roanoke 2 On 2 0 ), 2 n), 2 
W asl ) American Lake H)4 v4 92.3 42 
W ist lomah 1,172 1, 176 91.9 92. 2 
W yon Sheridan 7737 742 2. ¢ KS. 4 4.2 
Alabama: Montgome y oR 5 om 5 QV? ; 
Arizona: Phoenix i4 os ya. - ti6.2 
Arkansa 
Favettevill ‘ Fe ) 
Little Rock i 410 f 13 
Califorr 
I 2 2 7H. 4 4.8 
Long Beau 0 1 600 . te 
Los At ‘ & i 89. ] x 8 
General lical and surger 
tior 1, 449 55 x0. { 5.2 
\ t 0g OF 4.8 7 
Oakland sv) 712 m ‘ 4 { 
San Francisco s 441) 140 7 
( ) Grand Ju 9 w R 4 
( ine i Newir i ) s 2 & 
Delaw Wilmin ) 0 x0 0.7 
Pdistrict Coh bi Wa ngtor } &4 2 R4 2 
P] 
Bay | 130 40) R94 } 
( 4! Gal 45( 4 { { 
Lake C TS 85 76.1 { 7 
Geo i 
( imt " 469 ” mF}, € 
Du (y $18 S 1 4 
Idaho: B 2 9 79.2 99 9 
iT 
Dw t ono 28 M4 g ) 
Hine 103 2, RX? S48 x fi. 1 
Mario! I 17 
Indiana 
Fort Benjamin Harrison 500 5M) mH. 5 ™®. 3 
Fort Wayne 20) 20) 72.0 72 a 
Indianapolis . 347 347 R3.0 S - 
Iowa: Des Moines : 393 393 63:3 2 : 
Kansas 
W adswortt! 1, O82 1, O48 RR 2 85.4 2.8 
Wichita bit . 252 252 69.0 t a 
Kentuck 
' Fort Thoma 305 gU5 93.9 } ) . 
{ Louisville 719 514 82.9 . 2 23.7 
Louisiana 
Alexandria 913 76.4 42.9 23. 5 
| New Orleans 544 80 77.9 2.6 
Shreveport 4) HO. § 4.4 26. 1 
Maryland: Fort Howard 491 72 2§ 
| Massachusetts 
i Framingham 1, 100 1, 100 73.1 73.1 
' West Roxbury 382 382 73. € 8 
j Michigan 
| Dearborn 1, 117 1, 028 82. 5 75.9 6.6 
Iron Mountain on 250) 59 0) BO | 
j Saginaw 200 190 RRQ R4 5 44 


See footnotes at end of table, p. 9S. 
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SI WI ls 5 twit gdh tee ; 
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Grand Island_.__--- 
Nevada: Reno._____- F 
New Hampshire: Manchester 


New Mexico: Albuquerque 


Brooklyn---- Pees: 
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Oregon: Portland 


Wilkes-Barre 
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Hot Springs 
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Mountain Home. 
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White ai. 
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Wisconsin: Wood 
W yoming 


1 Veterans’ Administration annual report, June 30, 1951 (pp. 150 to ff). 
2 Veterans’ Administration status report, Dec. 31, 1941. 
3 From Veterans’ Administration status report, October 1951. 
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Citizens’ 
committee 
percentage | 

of vecupancy | 


Hospital bed occupancy, Veterans’ Administration—Continued 





; occupancy | 
957 | 89.0 | 
| | 
200 | 93.0 | 
440 80. 2 
663 83.0 
132 | 58.3 | 
225 70. 2 
50 | 68.0 
132 81.8 
300 53.7 
362 73.8 
125 89.6 | 
132 | 82.6 | 
383 89.8 
420 | 7.4 
447 78.3 
535 87.4 
920 82.7 
859 72.8 
360 83.6 | 
| 
152 73.0 
89 80.9 | 
913 73.2 | 
120 80.6 | 
362 82.6 
220 80 9 
506 88.9 
200 | 88.5 | 
792 89.6 | 
134 73.9 
397 69.8 
200 90.0 | 
354 83.6 | 
592 80.7 
257 81.7 
272 68.8 | 
, 465 79.3 
05 88.8 
590 81.4 
170 68. 2 
181 53.6 
353 70.3 
753 82. 1 
157 63.7 
619 81.1 
5O8 77.1 
204 81.9 
250 54.0 
482 | 73.7 
040 75.3 
264 ROS 
132 87.9 
550 80. 5 
131 69.5 
200 69. 0 
266 65.0 
793 80.1 
, 265 74.5 
176 76. 1 


| 
Difference 
| in per- 
centage 
81.5 | 7. 
93.0 | 
7.1 | 33.1 
82.3 | a 
38.3 | 20. 0 
60.3 | 9.9 
34.0 | 34. 
53.7 | 28. 
53.7 | 
54.9 | 18. 
67.5 | 22. 
72.7 | 9. 
119.0 | +29. 
32.3 | 45. 
77.4 | : 
86. 1 1. 
76.1 6. 
62.2 10. 6 
72.4 11. 
27.8 | 45. 
44.4 36, 
66.8 | 6. 
68.6 | 12. 
| 
77.5 5, 
I see. 
79.4 9, 
88.5 
75.5 14. 
47.6 26. ¢ 
58.7 11, 
90.0 | . 
75.3 8. < 
78.5 2. 
77.8 3 
66.1 2. 
66. 4 12 
RSS 
68.6 12 
62.0 6 
38.8 14. § 
70.3 
66.0 | 16 
49.8 13. § 
50. 2 30. ¢ 
54.6 22. § 
81.9 
54.0 
8. 8 14. § 
71.2 4 
72.9 16 
58.0 29 
77.0 3 
45.5 24 
69. 0 
60.5 4 
70. 6 Y 
70.3 4. 
66. 7 9. 


Due to the differences in reporting dates, some very minor discrepancies are noted; adjustments 
have been made where data were available. 
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Senator O’Conor. Any questions Senator Dworshak? 

Senator DworsnHak. | am sorry, Mr. Chairman, that the voting 
activities in the Senate prevented me from attending a larger part of 
the afternoon. I will read with interest the testimony. 

I am impressed by one fact, though. I am reminded of the effort 
made some years ago to unify the armed services, and that when we 
got through we had less unity than we had before. 

[ think these doctors who have just finished testifying have given 
us some idea of the need for greater efficiency in the hospitals under 
Federal control and management. But I am wondering whether 
merging these hospitals is the answer, or whether it is basically the 
need for more intelligent administration. 

Have you doctors given consideration to that? I realize that it is 
my duty to deal with political aspects of various problems, while it is 
yours to deal with the professional problems affecting the medical 
profession. 

Now, do you think really that this bill, S. 1140, is going to provide 
overnight the intelligent administration that will eliminate the 
apparent wastefulness and lack of economy which characterize the 
operation not only of the VA and the armed services in the way of 
hospitalization but every large and small board, agency, and com- 
mission of the Federal Government? Are you doctors aware of that? 
And what do you think will be accomplished? Do you think this is 
the solution to all of these problems? 

Maybe I am not entirely fair in asking that question, but I think 
that is something that we should consider. 

Dr. Prarr. I think we, as individuals, could render a personal 
opinion on that, and no more. 

Senator DworsHak. I understand you are appearing here as 
individual doctors, and not representing any large organizations. 

Dr. Prarr. That is perfectly true ‘because we are interested as 
doctors in this problem. We are interested as citizens in our country. 
We want to do anything that will make it stronger and keep it free. 

Senator DworsHak. Do you not think something should have been 
done several years ago, instead of the medical profession now taking a 
profound interest in trying to minimize the threat of socialized 
medicine? 

Have the doctors, as a group, done much in the past, or are they just 
becoming aroused now, because of the apparent threat of socialized 
medicine? 

Dr. Prarr. Sir, the voluntary plan for hospitalization to meet 
catastrophic illness orginated about 17 years ago. That was a plan 
brought forth by the medical profession: It has been followed by 
them and sponsored by them. If there were a better plan, I am sure 
that they, as citizens, would subscribe to it. I am certain that I 
would. 

The thing that we are concerned about here comes under several 
categories, but mainly we are concered with a national resource, 
which is medical manpower, and the health of our country, being 
wasted. 

Now, there are obvious examples of waste and duplication, and we 
feel that anything that could correct the most glaring examples of 
that type of waste would be in the interest of us as doctors, and as 
citizens, and in the interest of our country. 
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Senator DworsHak. Doctor, may I say at that point that I cer- 
tainly share your apprehension and your concern over the apparent 
inefficiency in the operation of the hospitals under the supervision of 
the VA. ButasI recall, we have had that problem with us constantly. 
I can go back 6, 8, or 10 years ago, when we had comparable problems. 

Recognizing all these facts, do you think it is just a matter of getting 
new supervision, new personnel, and that we will overnight get all the 
efficiency that you are looking for? 

Dr. Prarr. It is my studied opinion that the hospital system of this 
country is a big business. It represents billions of dollars. It is also, 
I believe, the experience of business and industry that big operations 
of that type cannot be operated efficiently without a central coordina- 
ted policy. If there is waste and loss and failure to utilize the man- 
power in production, then the product suffers. The product that we 
are concerned about is medical service. The consumer is the American 
people. If we can utilize what we have efficiently, that is part of the 
answer. And we must train doctors. We must also train the 
necesssary ancillary medical service personnel. 

About 50 years ago, this country produced something between 
five and six thousand doctors per year. Fifty years later this country 
produces something between five and six thousand doctors per year. 
The Census Bureau will tell us that our population has not remained 
static. 

Now, it is perfectly true that medical service personnel are able to 
take care of more people more efficiently, but we have a tremendous 
stake in the training of these individuals. 

It is a long, hard road to train competent medical service personne]. 
I am more aware of that than most other people, because I worked 8 
hours a night for 15 years to get my training. And I am proud I live 
in a country where that is possible. 

Now, when I see various groups bidding with money for those 
personnel, I am of course alarmed at it, because therein lies the waste 
in our manpower. We have cross hauling; we have competition. We 
have people that need care, and we have vacant beds, and vet we have 
no way to take care of them. 

Senator DworsHak. You do not think we can eliminate those unde- 
sirable practices without effecting a merger and creating a department 
of health? 

Dr. Prarr. I am not certain that that will answer the problem, but 
it is my studied conviction that it will help. 

Senator DworsHak. In what way? How are you going to guar- 
antee that under any reorganization like this, or a merger of hospital 
facilities, vou are going to have any more intelligent administration 
than you have now, in these various places, like VA, armed services, 
and the Public Health Services? 

What makes you think vou are going to have more intelligent 
administration? 

Dr. Prarr. One method is this: We have some good medical and 
administrative brains in existence. 

Senator DworsHak. You have them in VA now, do you not? 

Dr. Prarr. In some places. 

Senator DworsHak. Why do they not function? Why do they not 
get this job done?’ Why do they not solve some of these problems now? 
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Are they shackled or hobbled? What is the answer? Is it political 
restraint, or what is it? 

Dr. Prarr. I should think that one answer to that question might 
be as good as another. 

For instance, I think vour opinion might be as good as mine. 

Senator Dworsnak. | did not hear that. 

Dr. Prarr. I said that your opinion on that might be as good as 
mine. 

Senator DworsHak. Well, I am asking vou, because I am sure that 
in view of your interest as an individual, as an American who is inter- 
ested in the welfare of medicine, you have made some investigations. 

And probably you have some information that I do not have. I 
would like to have it, if you do. 

Dr. Prarr. It is very apparent that we must have trained medical 
administrators in our kev institutions. 

Senator DworsHak. Do vou not have them now? 

Dr. Prarr. Oh, no. 

Senator DworsHak. Why not? 

Dr. Prarr. That is a matter of administration. 

Senator DworsnHak. Why would you have them under this plan, 
when you do not have them now? 

Dr. Pratr. Remember that this is set up with a Secretary of this 
Department, and he has as his assistants, Under Secretaries trained 
in the healing arts. It was pointed out in Dr. Klinefelter’s remarks, 
in his statement, that in many instances, laymen without professional 
consultation had to do with the problem of supply, for instance. 

Now, unless those things are coordinated as they are in all big 
businesses, there is bound to be waste and inefficiency. 

Senator Dworsuak. Who is responsible for these conditions that 
you deplore? 

Dr. Prarr. Dr. Klinefelter, I think, wants to answer that. 

Dr. KLIneFELTER. May I answer one question you asked earlier, 
about whether I think or we think that this Department of Health is 
going to cure the situation in this country? 

No, I am sure pone of us feel so. But we think it is going to help 
the medical aspects, and that is all we are claiming. 

You ask how it has grown up as it has. It ts because each agency 
has had its own way of taking care of its medical problems. The 
Veterans’ Administration only had 4 million veterans to care for 
some years ago. Now it has 19 million. So it is a much bigger 
problem than it ever has been before. That is one reason I was 
interested. 

One reason is that I am 40 years old, and when I was 30 [ was not 
in a position to be interested. 

Senator DworsHak. Who names the head of the Veterans’ 
Administration? 

Dr. Kurnerecrer. I think he is named by the President 

Senator DworsHak. Who would name the Secretary of this pro- 
posed Department of Health? 

Dr. Kurnerecter. The President would. But there is a different 
status. He would have Cabinet status. 

Senator DworsHak. He would still be answerable and accountable 
to the President, who is now responsible for the VA operation; is 
that not true? 
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Dr. Kurneretter. But in a different way. 

Senator DworsHak. What is the different way? 

Dr. Kurneretrer. Isn’t there a difference between a Cabinet 
position and that of head of a bureau? 

Senator DworsHak. I do not know. I think we ought to hold 
the President responsible for Cabinet members or the heads of inde- 
pendent agencies where he makes the appointments. 

Dr. Kuineretter. But he has all the aspects of the VA to control. 
In this way, the Secretary of Health would have just the medical 
aspects of all the different Federal agencies to supervise. 

Senator Dworsnak. We are considering currently a lot of other 

reorganization plans, and they all seem to be merely a subterfuge which 

disregards the real responsibility for the maladministration which we 
all recognize not only in this instance but throughout the entire 
Government. 


FURTHER STATEMENT OF SAMUEL ARTHUR GARLAN, M. D., 
NEW YORK CITY; VICE CHAIRMAN, NATIONAL DOCTORS COM- 
MITTEE FOR IMPROVED FEDERAL MEDICAL SERVICES 


Dr. Gartan. Senator, in that connection, I would like to quote the 
Honorable Herbert Hoover. I happen to have a statement of his. 
I think it is most pertinent to this discussion. 

I chanced to be looking over this last night and thought it might be 
handy to have around. 


He is writing this to “My dear Senator Lodge.” All of this is quoted. 


The full savings and efficiencies from the work of the Commission can be accom- 
plished. However, there must be acceptance of three fundamental responsi- 
biliti ' 

First, the responsibility of Congress: The Report of the Commission on Organ- 
ization was a complete plan for the orderly organization of Government. Even 
those portions of the plan now in effect will not yield the maximum benefits as 
long as some other ieee al parts are missing. Remaining recommendations, 
applving to both specifie and general aspects of the Government, require enact- 
ment by the Congress. 

Second, the responsibility of the executive branch: Savings do not automatically 
follow passage of a law. Savings follow only upon skillful and vigorous applica- 
tion of reforms. Federal officials and employees must (a) demonstrate a desire to 
install the reforms and save the money; and (6) demonstrate skill and talent in 
applving these reforms. In the final instance, of course, the degree of Federal 
efficiency and economy is dependent upon the officials and employees of the 
executive branch. 

Third, the responsibility of the citizens: 
better Government must continue, 


Active citizen interest and demand for 


And that is where we come in. I think there has been an awakening, 
a so-called renaissance of the interest of citizens. I don’t think any 
of us would come up here when the AMA said they didn’t like certain 
things if we weren’t civic minded. We came here because we are 
awakened citizens, just like other citizens are for other reforms, 

I repeat: 

Third, the responsibility of the citizens: 
better Government must continue— 


Active citizen interest and demand for 


That is an awakening that has just come about. 


Public momentum behind Federal reform is the key to action. Constant citizen 
attention must be focused on the problems of Federal management. It must be 
expressed through an ever vigiliant Congress. Otherwise the value of the reforms 
will atrophy 
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Administrative economies may seem small by contrast with necessary huge 
increases in Federal expenditures for defense. Actually, the potential economies 
suggested by the Commission reside only partly in the realm of measurable 
dollars and cents. Over the long run, better administrators, working with up-to- 
date methods within a sound organizational structure are found to do a more 
efficient, and hence a more economical job. 

And I think therein the Honorable Herbert Hoover’s letter to the 
Honorable Henry Cabot Lodge sums up what you have pointed out 
by your question. I think he said it much more effectively than we 
can. We are awakened citizens. That is why we are here, whereas 
we wouldn’t have been 10 years ago. 

Senator DworsHak. You are to be commended for coming here. 

Dr. Garvan. And it was probably brought up by this so-called 
Hoover movement, because we were all awakened not as doctors but 
as citizens. 

Senator DworsHak. You mentioned back four or five paragraphs, 
something about officials in the executive branch. Will vou reread 
that brief paragraph, if you have it there? 

Dr. Garuan. Certainly. [Reading:] 

Second, the responsibility of the executive branch: Savings do not automatically 
follow passage of a law— 

That is the point you were bringing up, which is very good. 

Savings follow only upon skillful and vigorous application of reforms. Federal 
officials and employees must (a) demonstrate a desire to install the reforms and 
save the money, and (6) demonstrate skill and talent in applying these reforms. 
In the final instance, of course, the degree of Federal efficiency and economy is 
dependent upon the officials and employees of the executive branchs 

Senator DworsHak. Yes, I am in accord with that sentiment. I 
would like to point out, however, that when you referred to the cur- 
rent inefficiency on the part of VA officials in building more hospitals 
to provide additional beds, when apparently there is no need in the 
near future for those beds, I think it is appropriate that I ask you 
why that problem cannot be solved now, without new legislation. 
Is there not authority, or why is there not authority, vested in the 
VA now, and in the head of the VA, and in the top level officials, to 
accomplish what you are seeking to accomplish, without additional 
legislation ? 

Dr. GaRLAN. I think that as Honorable Herbert Hoover said, the 
red tape runs so many miles and in so many different directions that 
unless we can cut through into some simple central set-up and get to it, 
by the time we do get to it, Methuselah will come to life again. 

Senator DworsHak. You think S. 1140 will eliminate all the red 
tape in the VA? 

Dr. Gartan. No; but we have to get started. We can’t reach the 
millenium in a day. We have to start somewhere. The first step is 
this. We have to get going. No one thinks this is the whole answer, 
but at least this is a beginning in the right direction. 

Senator O’Conor. Gentlemen, we certainly are much indebted 
to you. I would like to assure each and every one of you that every- 
thing you said here today will be submitted to every member of the 
committee. 

While members are engaged on the floor and elsewhere, neverthe- 
less, they will have the benefit of the entire statements with the 
accompanying exhibits that you have brought to us, evidencing some 
very careful work. We are very grateful to you, and wish to assure 
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you that everything you have said as well as the concrete proposals 
you have advanced will be gvein every consideration. 

The next hearing will be announced after members of the subcom- 
mittee have had an opportunity to study the new amendments pro- 
posed by you gentlemen to S. 1140. 

‘Thank you, gentlemen. 

(Whereupon, at 5 p. m. Monday, March 3, 1952, the hearing was 
recessed, subject to the call of the Chair.) | 

(Subsequent statements filed with the subcommittee for insertion 
in the hearing record follow:) 


STATEMENT BY Dr. CHESTER D. Sworr, CHArRMAN, DEPARTMENT OF PUBLIC 
RELATIONS, AMERICAN OSTEOPATHIC AssocIATION, ON S, 1140, To CREATE A 
DEPARTMENT OF HEALTH 


Mr. Chairman and gentlemen of the committee, my name is Dr. Chester C. 
Swope. Iam a practicing osteopathic physician in the District of Columbia and 
appear here as chairman of the department of public relations of the American 
Osteopathic Association. 

The practice of osteopathic medicine is legalized in all the States and Terri- 
tories of the United States. There are approximately 11,500 osteopathic physi- 
cians or surgeons engaged in practice in the United States 

The osteopathic profession and its institutions are affected by the various 
Federal-State grants-in-aid programs in the field of health, the hospital and med- 
ical care programs of the Veterans Administration, and the health service pro- 
grams of the military services, and they cooperate in the quarantine, sanitation, 
and research programs of the Federal Government. 

Like other systems of the healing art the practice of osteopathic medicine is 
licensed under the police powers of the States. Some of the Federal grant-in- 
aid programs have resulted in confiscation or diversion of substantial portions of 
the private practice of osteopathic physicians. This has been due to the ever- 
increasing number of health wards of the Federal Government and the imposition 
of arbitarry restrictions on the utilization of health personnel. 

In 1947 the American Osteopathic Association offered testimony before this 
committee on a bill, S. 140, to establish a Federal Department of Health, Edu- 
cation and Securitv. We supported that bill, conditioned upon the adoption of 
proposed safeguards. We felt there was an interdependency between health, 
education, and security and a combined importance involved in the three that 
justified departmental status. We offered testimony in support of a similar legis- 
lative purpose, Reorganization Plan No. 1, July 1949. 

We feel that the present bill will put the Health Department out of focus with 
nontransferred health activities and interfere with the proper execution of inter- 
related activities. We do not believe the health prerogatives of the Government 
justify a separate department for the purpose. We suggest that such a depart- 
ment would follow the historic pattern of other departments in seeking to extend 
its spheres of influence, and-in so do‘ng 1t would result in a top-heavy Federal 
bureaucracy completely assuming the prerogatives and undermining the respon- 
sibilities of State and local health functionaries. 

If, however, this committee shall feel that the merits of the measure outweigh 
the considerations we have mentioned, we respectfully submit two necessary 
amendments. 

1. Amend the first sentence of section 2 (c) so that it will read as follows: 
‘The Secretary shall establish special advisory and other Committees and groups 
composed of representatives of voluntary organizations of national scope operating 
in the fields of medicine, dentistry, osteopathy, nursing, hospitalization and such 
related fields as the Secretary may determine, whose duty shall be to advise the 
Secretary, or such officers of the Department of Health as the Secretary may 
designate, with respect to matters pertinent to the duties of the Department of 
Health.” 

When this committee reported 8S. 140 on June 6, 1947, Senate Report 242, it 
observed that testimony submitted by the osteopathic group contended that 
there was a tendency to appoint only doctors of medicine to advisory committees 
affecting policies in the field of health, and an amendment intended to correct that 
discrimination was included in the bill. We feel that our proposed amendment 
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is in line with the intentions of this committee at that time 
the objective directly, justly and effectively. 

2. In lieu of section 9 which calls for plans for unification of health and medical 
services, insert section 5 of S. 2008 of the EFigucy-first Congress, which likewise 
was sponsored by the Citizens Committee for the eee ‘r Report, substituting 
the phrase ‘Department of Health” for the phrase ‘‘United Medical Administra- 
tion’ as used therein. As so amended, section 9 seh jae as follows: 


, and it accomplishes 


“PROFESSIONAL PERSONNEL 

“Sec. 9 (a) There -— be established in the Department of Health a profes- 
sional career service to be known as the United Health and Medical Services. 
Persons appointed in the United Health and Medical Services shall be subject 
to the provisions of and entitled to the benefits under the Civil Service Retirement 

f May 22, 1920, as amended, but otherwise shall be subject only to the pro- 
visions of this section and the rules and regulations of the President and of the 
Secretary promulgated or issued pursuant thereto. 

b) Any person to be eligible for appointment in the United Health and 
Medical Services must 

‘(1) Be a citizen of the United States; 

‘(2) For appointment as a physician—hold the degree of doctor of medi- 
cine or of doctor of osteopathy from a college or university approved | 
Secretary, have completed an approved internship, and be licensed t 
tice medicine, surgery, or osteopathy in one of the States or 
the United States or in the District of Columbia; 

(3) For appointment as a dentist—hold the degree of doctor of dental 
surgery, or its equivalent, from a college or university approved by the 
Secretary, and be licensed to practice dentistry in one of the States or Terri- 
tories of the United States or in the District of Columbia; 

(4) For appointment as a nurse—have successfully completed a full 
course of nursing in a recognized school of nursing, approved by t! 
and be registered as a graduate nurse in one of the States or 
the United States or in the District of Columbia; 

(5) For appointment to auxiliary professional positions—hold a bachelor’s 
degree from a college or university approved by the Secretary and have 
received, either in graduate study or otherwise, special training in scientific 
subjects determined by the Secretary to be related to the health and medical 
field and to qualify such person for such position; 

“(6) Fer appcintment to other auxiliary posit ions—have such 

experience as health technologists or administrators, and 
qualifications, as the Secretary may pre scribe 

ce) Appcintments in the United Health ard Medical Services shall be made 
only after qualifications have been satisfactorily established in accordance with 
the regulations prescribed by the Secretary. Initial appointments st 

appr priate pr bationary periods, to be prescribed by the S« retary, and the 
record of each person serving under such an appointment shall be reviewed from 
time to time by an appro pris ite board, appcinted in accordance ee r 
of the Secretary, and if such board shall find the appointee not fully « 
his service not fully satisfactory, he shall be separated from the service 

“(d) Promotions of persons within the United Health and Me lical Ser 

hall be made only after examination given in accordance with regulations pre- 
scribed by the Secretary. Ordinary promotions within grade may be made in 


increments of the minimum pay of the grade in accordance with regulations pre- 
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United Health and Medical Services. 


‘“(f) The Secretary, under such regulations as he shall prescribe, shall from 
time to time appoint boards in the United Health and Medical Services, to be 
known as disciplinary boards, each such board to consist of not less than three nor 


more than five persons in the United Health and Medical Services, senior in grade, 
to determine, on notice and fair hearing, charges of inaptitude, inefficiency, or 
miseenduct cf any person employed therein. The Secretary shall appoint the 
chairman and secretary of the board, each of whom shall have the authority to 
administer oaths. The Secretary may designate or appoint one or more investi- 
gators, to assist each disciplinary board in the collection and presentation of 
evidence. Any person answering charges before a disciplinary board may be 
represented by counsel of his own choice. <A disciplinary board, when in its 
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judgment charges are sustained, shall recommend to the Secretary suitable 
disciplinary action, within limitations prescribed by the Secretary, which may in- 
clude reprimand, suspension without pay, reduction in grade, or discharge from 
the United Health and Medical Services. The Secretary shall either approve the 
recommendation of the board, approve the recommendation with modification or 
exception, approve the recommendation and suspend further action at the time, or 
disapprove the recommendation. He shall cause to be executed such action as he 
approved, and his decision shall be final. 

““(¢) The powers, functions, and duties of the Secretary under this section shall 
be subject to and be exercised in accordance with such rules relating to personnel 
as may be prescribed by the President under section 1753 of the Revised Statutes 
as amended.” 

We very much appreciate the privilege of submitting this statement for your 
consideration. 





AMERICAN HospiraL ASSOCIATION, 
WASHINGTON SERVICE BUREAU, 
Washington 6, D. C., February 26, 1952. 
Hon. Herpert R. O’Conor, 
Chairman, Subcommittee on Reorganization, 
Committee on Expenditures in the Executive Department, 
United States Senate, Washington, D. C. 


My Dear Senator O’Conor: This will acknowledge your notification of hear- 
ings on the bill, S. 1140, to establish and to consolidate certain hospital, medical, 
and public health services of the Government in a Department of Health. We 
regret our inability to present testimony on this important subject at these 
hearings. 

The American Hospital Association is concerned by the growing tendency of 
various separate hospital systems to expand, overlap, and duplicate facilities for 
separate segments of the population. We believe the principle of separate hospital 
systems for separate groups is fundamentally wrong and leads to waste and in- 
efficient use of our limited health resources. It is difficult, however, for us to 
recommend specific steps that are proposed to eliminate such waste. 

We enclose a booklet Veterans Hospitalization Planning, published in Septem- 
ber 1950 that outlines our position and its background, together with resolutions 
adopted by our association over the last several years on this important issue. 
We believe your committee may find the information contained in this booklet 
to be of sufficient value to have it incorporated in the record of your proceedings. 

Yours sincerely, 
ALBERT V. WHITEHALL, 
Director, Washington Service Bureau. 


(The booklet Veterans Hospitalization Planning is on file with the 
committee.) 
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WEDNESDAY, MARCH 19, 1952 


Unitep StTates SENATE, 
SUBCOMMITTEE ON REORGANIZATION 
OF THE COMMITTEE ON GOVERNMENT OPERATIONS, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to call, in room 357, 
Senate Office Building, Senator Herbert R. O’Conor (chairman of 
the subcommittee) presiding. 

Present: Senators O’Conor, Underwood, Mrs. Smith of Maine, 
Schoeppel, and Dworshak. 

Also present: Walter L. Reynolds, chief clerk, Ann M. Grickis, as- 
sistant chief clerk, and Miles Scull, Jr., professional staff member full 
committee. 

Senator O’Conor. The hearing will please come to order. I should 
like to incorporate in the record at this point a committee print of 
S. 1140, dated March 13, 1952, showing in italics the amendments 
proposed by the National Doctors Committee for Improved Federal 
Medical Services, at the hearing of March 3, 1952: 


(Committee Print, March 13, 1952] 
[S. 1140, 82d Cong., Ist sess.] 


[Omit the part struck through and insert the part printed in italic] 


4 BLLL To establish and to consolidate certain hospital, medical, and public health functions of the Gov 
ernment in a Department of Health 
Be it enacted by the Senate and House of Representatives of the United States of 
{merica in Congress assembled, That this Act may be cited as the ‘Department 
of Health Act’’. 
DEPARTMENT OF HEALTH 


Sec. 2. (a) There shall be at the seat of government an executive department 
to be known as the Department of Health, and a Secretary of Health, who shall 
be the head thereof, who shall be appointed by the President, by and with the 
advice and consent of the Senate. Section 158 of the Revised Statutes is amended 
to include the Department of Health and the provisions of so much of title I\ 
of the Revised Statutes, as now or hereafter amended, as is not inconsistent with 
this Act shall be applicable to the Department of Health 

(b) There shall be in the Department of Health #hree Assistant Seereteries an 
Under Secretary of Health, learned in medical arts, who shall be appointed by the 
President, by and with the advice and consent of the Senate, and who shall 
perform such functions as the Secretary shall direct. 


(c) There shall be in the Department of Health three Assistant Secretaries, learned 
in the medical arts, who shall be appointed by the President, by and with the advice 
and consent of the Senate, and who shall perform such functions as the Secretary 
shall direct. 


¢e} (d) The Secretary shall establish special advisory and other committees 
and groups composed of members of the medical and allied scientific professions, 
whose duty shall be to advise the Secretary, or such officers of the Department 
of Health as the Secretary may designate, with respect to matters pertinent to 
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the duties of the Department of Health. The number, terms of service, com- 
pensation, and allowances to members of such advisory committees and groups 
shall be prescribed by the Secretary. 

4) (e) The Department of Health shall be entitled to the free use of the 
United States mails to the same extent as other executive departments. 

e) (f) The Secretary shall make an annual report to the President and to the 
Congress, 

POLICY PLANNING 


Sec. 3. (a) There shall be in the Departme nt of Health a board consisting of (1) 
four civilians. learned in the medical arts, and of outstanding professional attain- 
ments, who shall be appe inted by the President, by and with the advice and consent 
of the Senate, and (2) the Secretary of Defe nse, the Administrator of Veterans’ Affairs, 
ar d the Surgeon General of the Public Health Se rvice, ex officio, or their respet five 


desianees The Surgeon General of the Army, the Surgeon General of the Navy, and 
the Surgeon General of the Atr Force, or their respective de signees shall attend meetinas 
of the hoard and advise and consult with it. The civilian members of the board shall 
recerve » per dive ” of $50 for each da / Spe nt i? the husine ss of the hoard. and shail also 


he rermbursed for travel and for necessary subsistence (or a per diem allowance in lieu 


thereof manamo int pres ribe / by the Secre tar you hile away from the places of the ir 


h is7ness of the hoard 
The beard created by this section shall be the head of the policy plannina staff 


of the Department of Health. It shall meet at least once in each calendar month. 


GENERAL POWERS AND DUTIES 


Sec. 4. I The De partment of Health shall deve lop, promulgate, and audit the 
administration of po ies relating to the uttlization of the medical and health pe rsonnel 
of the Government with a view to achieving the optimum utilization of such personnel 
in accordance with the be st stan lards of he lth and medical care. 

Sze: 3- (b) The Secretary, through the Department of Health, shall have the 
function of 

(1) operating, subject to the provision of this Act and other applicable 
provisions of law (ineluding the provisions relating to the hospitalization 
and medical and health eare of veterans), the hospital, health, clinical, and 
research facilities transferred to the Department of Health by this Act; and 
the Seeretaryv shall so exercise his functions under this paragraph Act as to 
insure that hospitalization, and the best obtainable medical and health care, 
shall at all times be speedily available for all veterans with sepriee-eornnected 
disabilities whom the Administrator of Veterans’ Affairs has determined are 

f r the laws of the United States: a 

(2) conducting the public-health activities of the United States transferred 

to the Department of Health bv this Act, and, to the extent authorized by 


entitied thereto ride 


law. encouraging, cooperating with, and rendering assistance to other appro- 
prirt* public authorities, scientifie institutions, and scientists in the conduct 
of, and promoting the coordination of, research, investigetions, experiments, 


demonstrations, and studies relating to the ceuses, diagnosis, treatment, 
control, and prevention of physical and mental diseases and impairments of 
man; 

3) conducting the various residency and internship programs provided for 
under section 14 (b) of the Act of January 3, 1946 (59 Stat. 679), as amended. 


< 


ADVISORY BOARD 
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CONSOLIDATION OF MEDICAL AND HOSPITAL FUNCTIONS IN THE DEPARTMENT 
Sec. 5. (a) There shall be transferred to the Department of Health 

(1) the Public Health Service together with its facilities, and all functions 
of the Federal Security Administrator in relation thereto; 

2) the Department of Medicine and Surgery of the Veterans’ Adminis- 
tration, all hospitals of the Veterans’ Administraticn, all facilities of such 
Administration for out-patient services to veterans, and all functions of the 
Veterans’ Administration and the Administrator of Veterans’ Affairs in rela- 
tion to the foregoing, except that there shall not be transferred to the U 


il 


nited 
Medical Administration any functions relating to the establishment of 
eligibility of veterans for hospitalization or medical or health care; 

(3) all general hospitals of the Army in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of 
the Army to be retained as an Army medical center; @H stetier hespitals ef 
the “ers Ht the eontinerntet Enited Stites (exelidine Adeske) Gkeept sttticn 
Hespitels at etttlyine posts destennted by tre President aa being <4 leented 
Hast ether hespitets of the Department of Heath aweatld Het be Hee creel 
+e provide the eare reqttired- and all functions of the Secretary of Defense, 
the Secretary of the Army, and the Surgeon General of the Army in relation 
to the foregoing; 

(4) all general hospitals of the Navy in the continental United States 
(excluding Alaska) except one such hospital designated by the Secretary of 
the Navy to be retained as a Navy medical center; &#H dispenssres ef the 
Netter tH tre errttttiestitt! tetrtedd mprte ss eaetitedttre Adsedit cletreteitirterd ¢otete 
ert dispeteettion tte tt ether dtepetatttics of tHe Neher tt the eottine|dteed 
detitedd Mitten DexeHidtite Adeshtt) exempt dispetaittion at aittte de peste dee 
Ht tee by tre President ta bette so deeetted Hitt otter deepitet of tre Repeete 
ent of Heath wettd net be Here eHoteh te provide the ere peqtived anid 
all functions of the Secretary of Defense, the Secretary of the Navy, and the 
Surgeon General of the Navy in relation to the foregoing; 

5) all station general hospitals of the Air Force in the continental United 
States (excluding Alaska) except one such hospital designated by tl 
tary of the Air Force to be retained as an Air Force medical center, and 
except stetier hospitals at euthine Air Force posts desienated by the Presi- 
Hert aa beri se beerterdd thet etter beeps af dre Pepeterent ot thee 
werd net be nese enotech te provide the esre required that are required for 
uses similar to those of station hospitals of the Army; and all functions of the 
Secretary of Defense, the Secretary of the Air Force, and the Air Surgeon in 
relation to the foregoing. 

(6) the four civilian hospitals in the Canal Zone under the jurisdiction of 
the Panama Canal, the dispensaries, clinics, health centers, laboratories, and 
other facilities of the Department of Health of the Canal Zone, and all 
functions of the Panama Canal and such Department of Health in relation 
to the foregoing; 

7) Saint Elizabeths Hospital in the District of Columbia, and all func- 
tions of the Federal Security Administrator in relation thereto 

(b) Functions transferred to the Department of Health under subsection 
shall be vested in the Secretary, and be exercised by him through 
and units of the Department of Health as he may designate. 

(e) The property, records, and unexpended balances of appropriations, alloca- 
tions, and other funds (available or to be made available), and the personnel, 
which the Director of the Budget shall determine relate primarily to the functions 
transferred by subsection (a) are transferred to the Department of Health for 
use in the administration of the functions so transferred, except that where the 
Secretary of Defense (in the case of the armed services) or the Administrator of 
Veterans’ Affairs (in the case of the Veterans’ Administration) determine that 
certain categories of files and records are needed in the administration of functions 
not transferred by this Act, such files and records shall not be transferred, but the 
Administrator, the Secretary of Deferse, and the Administrator of Veterans’ 
Affairs shall jointly prescribe rules and } rocedures for the maintenance of such 
files and records, for their ready availability to the Secretary of Health, and for 
their utilization by the Secretary in the administration of functions transferred to 


le SecrTre=- 


(a 
such officers 
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the Department of Health by this Act. Any of the personnel transferred which 
the Secretary of Health shall find to be in excess of the personnel necessary for the 
administration of the functions transferred to the Department of Health shall be 
retransferred under existing law to other positions in the Government or be separ- 
ated from the service. When personnel of the Armed Forces are transferred under 
this subsection, such transfers shall be only for such periods as the President deter- 
mines may be necessary to assure that the hospitals transferred remain at all 
times adequately staffed. 

ae Ady Hretaber of the “ees Trt tinebtdine Hie Adtine Cepped or the Ade 
Eeoree; or of any reserve component of either when in an eetive-duty status; may 
be testeteed ep dotted fer ditty of tetttte te tHe Depttetotert ef Heath the 
festsHinent or dete: er the transfer: ef aie stieh member te the Departinent of 
Herlth shall be withett fess of or prejtdiee te his stettis de the -eHiy, Nees ot 
Ade dpe: oP PERE ENE eHttpoHeHt thepedt: 


PERSONNEL 


“Spe: 6 te} Phe Public Health Service transferred from the Federal Security 
Avetes ste the Depeettrent ef Adedtette died meer Hottefeeted fret te det 
eet ebettdstettteit: old eertietie tie sted: He Hie Depestirent of Hert execpt 
that the Department of Medicine and Surgery shell hereafter be known as the 
Seteette Metdtetie tte atte ere Aertel: 

+5} Phe Seeretery is authorised te detail personnel of the Rublie Health Service 
seed of the Vetertus Medieine ard aHeeere Mepetee for deat: op treciend ditties 
wth tHe other seeney ef the Gesertttett 


Sec. 6. Pending the formulation, and enactment by Congress, of a plan for a single 
unified professional health and medical career service in the Department of Health, 
the Public Health Service transferred from the Federal Security Agency, and the 
Department of Medicine and Surgery transferred from the Veterans’ Administration, 
shall continue as such in the Depariment of Health, except that the Department of 
Medicine and Surgery shall hereafler be known as the Veterans’ Medicine and Surgery 
Service. 

DETAIL OF PERSONNEL 


Bee rot Phe Seepette is attheriged te pltee perenne of the FibHe Henk 
mercies ttt ot the deteriis) deeietHte tte Hee Berto) Hr settoete ef te tty: 
thre Sera tet Ate detec teed tee ial teetittttetis ef desterite: arith te eotsent of 
the sttherities concerned, for the puspese of inerensinge Hie professional knowledge 
er teehnient training of the personnel of the Publie Health Serviee and of the 
Aeetepete Adediette etd ate mere tds sthdeet te eaetitidde tpppepritttetie 
te ptt fer HHtdet tettispertttien: trad edtettierad fees af persorHel se plreed- A+ 
pretest ttithiotiaed to ethene! te eetteee et teetetere chet he teepitttedd te peitbiteee 
the Seerettey fer the expetees terest tf stteh person soltitirtty fetes the De 
peretiestt of Heett witht # period: hesitates with the eotphetiot of ste ertiese: 
fens tht theese Htes fe dene te the period ef ste tetHitte 

Oh) Persentet of the Pibhe Healt sence ard of te Vetersts!? atedieite ata 
Steers Seprice nitty: with the apprevel ef the Seerettey: te pret of thet ditties 
attend mectings of asseeiations for the prometion of mediea! and related seienees, 
tied tie eeeetHey te ettthetiaedd te pte the eR pete eee tretrbesshty fees of 
sited tetera tee 

Sec. 7. (a) Personnel of the Public Health Service and of the Veterans’ Medicine 
and Surgery Service 

(1) may be assigned to medical duties in any other agency of the Government, 
with the consent of the head of such agency, or may be assigned to emergency 
medical duties in connection with disaster relief; and 

(2) may, with the consent of the Secretary of Defense, be placed in schools of 
the Army, the Navy, or Air Force, or be placed in civil institutions of learning, 
for the purpose of aes asing their professional knowledge or technical training, 
and the Secretary of Health, subject to available appropriations, is authorized 
to pay for tuition, transportation, and educational fees of personnel so placed. 

(b) Medical personnel of the Army, Navy (including the Marine Corps), or the 
Air Force, or of any reserve component of either when in an active-duty status— 

(1) may be assigned or detailed by their respective commands for medical 
duties or training in the Department of Health or in any other agency of the 
Government, with the consent of the Secretary of Health, or the head of such other 
agency, as the case may be, or for emergency medical duties in connection with 
disaster relicf; and 
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(2) may be placed by their respective commands in civil institutions of learning, 
for the purpose of increasing their professional knowledge or technical training, 
and the Secretary of the Army, the Secretary of the Navy, and the Secretary of 
the Air Force are authorized, subject to available appropriations, to pay for 
tuition, transportation, and educational fees for personnel under their jurisdiction 
that are so placed. 

The assignment, detail, or placing of such medical personnel pursuant to this sub- 
section shall be without prejudice to their status in the Army, Navy, or Air Force, or 
reserve component thereof. 

(c) Personnel authorized to attend a course of training in a civil institution of 
learning pursuant to this section shall be required to reimburse the United States if 
such personnel voluntarily leave the service of the United States within a period, begin- 
ning with the completion of such course, less than twice as long as the period of such 
training. 

(d) Personnel of the Public Health Service and of the Veterans’ Medicine and 
Surgery Service may, with the approval of the Secretary under regulations prescribed 
by him, as part of their duties attend meetings of associations for the promotion of 
medical and related sciences, and the Secretary is authorized to pay the expenses, 
except membership fees, of such attendance. Medical personnel of the Army, the 
Navy, and the Atr Force may, with the approval of the Secretary of the Army, the 
Secretary of the Navy, or the Secretary of the Air Force, as the case may be, likewise 
attend such meetings and be reimbursed for their expenses of attendance. 


TEMPORARY OR PART-TIME PERSONNEL 


Sec. 8. The Secretary may employ, without regard to the civil-service laws 
or the Classification Act of 1949, as amended, or any of the other provisions of 
this Act, physicians, dentists, and nurses on a temporary full-time, part-time, or 
fee basis, and such other professional, technical, clerical, skilled, and unskilled 
personnel on a temporary full-time or part-time basis at such rates of pay as he 
may by regulation prescribe. No temporary full-time appointment shall be for 
a period of more than ninety days. 


PLANS FOR UNIFICATION OF PROFESSIONAL HEALTH AND MEDICAL SERVICES 


Src. 9. Fhe Seeretary is direeted te submit te the Congress; within ene year 
after the dete ef the ensetment of this Aet a plein fer the eonselidation of the 
Rabe Hest Sepries etd the Veteras) dtedietie ated mtteere Mepeiee dite +f 
sinele unified professional health and medieat eareer sepeiee: The Board created 
under section 8 is directed to submit to the Secretary, within one year after the date 
of the enactment of this Act, a plan for the consolidation of the Public Health Service 
and the Veterans’ Medicine and Surgery Service into a single unified professional 
health and medical career service, and the Secretary shall transmit such plan to the 
Congress. 

EFFECTIVE DATE OF TRANSFERS 

Sec. 10. The transfers provided for in section 4 of this Act shall take effect 
sixty days after the date of the enactment of this Act. 

We are fortunate to have with us the very able representatives of 
the American Legion. And noting the presence of General Taylor, 
I might suggest that the hearing could move expeditiously if all of the 
witnesses were identified for the record. Then, in the presentation of 
any data that is desired to be presented, any or all could participate. 
We might move along more rapidly, unless there is some other desire 
on your part or the subcommittee’s. 
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STATEMENT OF GEN. JOHN THOMAS TAYLOR, LEGISLATIVE CON- 
SULTANT, THE AMERICAN LEGION; ACCOMPANIED BY EARL V. 
CLIFF, CHAIRMAN, NATIONAL REHABILITATION COMMISSION, 
THE AMERICAN LEGION; DR. WINFRED OVERHOLSER, MEMBER, 
REHABILITATION MEDICAL ADVISORY BOARD, THE AMERICAN 
LEGION; AND DR. HYMAN D. SHAPIRO, SENIOR MEDICAL 
CONSULTANT, NATIONAL REHABILITATION COMMISSION, 
THE AMERICAN LEGION 


General Taytor. That will be fine, Senator. 

Senator O’Conor. You are Gen. John Thomas Taylor? 

General Taytor. Yes, sir. 

Senator O’Conor. And you are legislative consultant, I believe, 
General, of the American Legion. Would you be good enough to 
introduce the others? 

General Taytor. Mr. Chairman, Senator Smith, and members of 
the subcommittee, first of all, I want to express appreciation for this 
opportunity. We have been waiting a long time to come before your 
committee on these legislative proposals of the so-called Citizens 
Committee for the Hoover Report. 

I wish to make a very brief statement, myself, giving a thumbnail 
background of this legislation, so far as we are concerned. We have 
with us here the chairman of our National Rehabilitation Commission, 
Earl V. Cliff of Ortonville. Affectionately, we call him “Pat” Cliff. 
He is neither an employee of the Veterans’ Administration nor an 
employee of the Government. He is a lawyer. He has devoted 25 
years, a quarter of a century, to this problem of the disabled man. 
And as chairman of the National Rehabilitation Commission of The 
American Legion, I know of no man in the country who is so thoroughly 
familiar with this problem as ‘‘Pat’’ Cliff. 

We will have with us—I don’t see him here presently—Dr. Over- 
holser, whom you well know. He has been before your committee 
before. He is head of the St. Elizabeths Hospital, which is affected 
by this S. 1140, and he is a member of our own medical advisory 
committee of the Legion. 

We also have with us Dr. Shapiro. His background in medical 
history is set forth here in the brief that he is going to direct his atten- 
tion to. Dr. Shapiro has been interested in this matter now, oh, more 
than 25 years, and he is the medical consultant for The American 
Legion. He has a tremendous background so far as disabled veterans 
are concerned. And he also will speak to you extemporaneously, 
but his statement appears here. 

I said, Mr. Chairman and members of the subcommittee, how grati- 
fied we are to appear before you, because it has been repeatedly stated 
in the press, I think you know, on the part of the proponents of this 
matter, that in some mysterious manner the Legion was opposing 
hearings on this proposed bill. That, of course, is incorrect. The 
witnesses of the Citizens Committee were here on the third day of this 
month. They appeared before this subcommittee, four of them. And I, 
personally, who listened to everything that they said, was somewhat 


disappointed in the line of questioning and the line of answers that 
they gave to this subcommittee. 
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I think the important thing is, Mr. Chairman, that as far as this S. 
1140 is concerned, nobody representing the proponents has ever 
demonstrated in any manner, shape, or form, how it affects what they 
are always talking about and for which the Hoover Commission, so- 
called, was created, to effect economy and efficiency in Government. 
Certainly, from the testimony of these witnesses the other day, there 
was no such explanation given to this subcommittee in response to 
questions by the two Senators, as to how it would bring about effi- 
ciency and economy. 

We are opposed to it for a very specific reason, Mr. Chairman 
and members of the subcommittee; because we contend that if this by 
anv chance should be enacted into law, it absolutely destrovs the 
Veterans’ Administration. It is the most important part of the 
Veterans’ Administration that is here affected. 

As was testified, I think, by one of the witnesses against the bill, 
everything dealing with veterans, their claims, their insurance, their 
death benefits to the widows and the orphans, everything dealing 
with veterans, depends upon their so-called medical record. And of 
the vast numbers of employees that are in the Veterans’ Adminis- 
tration, some 148,000, I think it is, 126,000 of the employees of the 
Veterans’ Administration are in the Medical Section of the Veterans’ 
Administration. 

So vou take that out of the Veterans’ Administration, and there is 
very little, if anything, that is left to it. 

Now, the American Legion is largely responsible for the creation 
of the Veterans’ Administration, and certainly largely responsible for 
the creation of the medical set-up within the Veterans’ Administra- 
tion. After World War I, in which there were some 4,784,000 par- 
ticipants, men and women, with some 36,000 deaths and about 300,000 
or 360,000 casualties, out of World War I—when those casualties 
returned to this country, there were very little if any preparations 
made for the care of casualties. 

At that time, we had the War Risk Insurance Bureau, operating 
under the Treasury Department. which was taking care of insurance 
so far as the veteran was concerned. We had the Public Health 
Service, taking care of the medical angle of it. We had the Federal 
Board for Vocational Education, a very limited organization down 
here on New Jersey Avenue, taking care of the rehabilitation of persons 
injured in industry. 

Those three organizations were charged with the responsibility of 
taking care of what was now to become known as the veteran returning 
from World War I, along with the Army, Navy, and Marine Corps 
records. 

The War Risk Insurance Act, which had been passed in 1914, in 
order to provide insurance for cargo-carrying vessels, had been 
amended in 1917 to include the men who were in the armed services, 
providing them with insurance, for which the individual paid, in this 
hazardous occupation. ‘The individual paid the premium on the 
insurance. It later was amended to provide some form of cor npensa- 
tion and was intended to provide hospit: aiestion if hospitals had 
existed. But there were no hospitals in 1917, 1918, and 1919. 

The veterans flocked in to Washington. Lafayette Square, across 
the street from the Veterans’ Administration, was crowded with 
veterans, with their wives and the irchildren, seeking some aid and 
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assistance so far as the War Risk Insurance Bureau was concerned. 
And here in Washington and throughout the country, there was utter 
“chaos and confusion so far as this gigantic problem of the veteran and 
his dependents was concerned. In fact, it almost reached a national 
scandal. 

The commander of the American Legion at that time, Fritz Gal- 
braith, Colonel Galbraith, from Cincinnati, Ohio, toured the country, 
because of the terrific impact that this neglect was having upon the 
country, pleading that something be done to remedy this drastic 
situation. President Harding also came from Ohio. And as a 
result, largely, of the work done by the national commander, the 
President at that time sent for me to discuss this matter. And we, 
the President and I, talked about some method of arousing the 
Congress itself to the seriousness of the situation. 

As a result of that, a Commission was formed, composed of General 
Dawes, who afterward became Vice President, and the leadership 
in the American Legion, Fritz Galbraith, the commander, and Frank- 
lin D’Olier, the past national commander, and General Foreman, 
who had been in Paris in the first caucus of the Legion, and Colonel 
Miller and young Ted Roosevelt, and some of the other leadership 
in the Legion. 

That Commission quickly, rapidly, gave a study to this terrible 
condition and came forth with a report and recommendations, as a 
result of which a law was passed by the Congress, Public Law No. 
47, which created the Veterans’ Bureau, consolidating all of these 
various agencies under one head, a director, responsible to the Presi- 
dent of the United States alone, an independent agency. 

Those recommendations included a program of hospital construc- 
tion and medical care and treatment, which is now attacked by the 
so-called Citizens Committee, under the recommendations of the 
Hoover Report. 

In 1929, when Mr. Hoover was President of the United States, 
seeing the results of this consolidation under one head in a single 
function of Government, he recommended that a few other agencies 
dealing with veterans, the Spanish War Veterans and the Civil War 
Veterans, national soldiers homes, and pensions, should be brought 
in under the same control. And so another piece of legislation was 
enacted in 1930, which created the so-called Veterans’ Administration, 
which we are dealing with now, the organization under which this 
entire medical set-up has functioned for these past twenty-odd vears. 

Then along came the Hoover Commission, in 1947. and we are 
shocked, I must say, at the recommendation of the Hoover Commis- 
sion, which has recommended that all other various functions of 
Government be consolidated where they have a single and like purpose ; 
and turning their attention to the Veterans’ Administration, they 
recommend that no consolidation be had, but that an organization, 
an agency of Government which has functioned so efficiently, particu- 
larly the Medical Service of the Veterans’ Administration, should now 
be divided up into four or five different agencies, the creation of two 
new separate agencies, and the taking awav from this Veterans’ 
Administration of this gigantic section dealing with the medical 
problems of the disabled. To set up what? 

First, they recommended a United Medical Administration, last 
Congress. Now they have changed the name of it to a Department of 
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Health, a Cabinet set-up with a member of the Cabinet as the head 
of it. And we suspect strongly, and we have said this publicly, and 
we are surprised at the interest of those who are involved in it, that 
this is the first step toward socialized medicine; in spite of the fact 
that this is so vigorously denied by the proponents of the legislation. 

I want to remind these Senators who were present the other day 
when the four doctors were here testifying for the Citizens Com- 
mittee that after a consultation between them, one of them made the 
statement that “they were not proselyting for the enactment of this 
Senate bill 1140.” 

And so what we are directing our attention to is the deliberate 
attempt, in spite of the repeated denials—we believe that the real 
purpose at the bottom of this legislation is the utter dismemberment 
and the utter destruction of the Veterans’ Administration. 

As I said in the beginning, there were 4,784,000 participants in 
World War I. It is perfectly true that when World War II came 
along, when thousands of members of the Veterans’ Administration 
who had been in the Reserve were taken, transferred into the active 
military and naval service in World War II, there was thrown into the 
lap of the Veterans’ Administration some 15 or 16 millions of mew 
prospective beneficiaries, and the Veterans’ Administration had a 
gigantic job on its hands: less employees and a tremendous influx of 
new participants so far as they were concerned. We, of the Legion, 
think they did a pretty good job in getting over that hurdle. Cer- 
tainly within the past 3 years, they have leveled off, and the thing 
has been going forward in a progressive manner. 

I wonder often whether the group, the task force, that made the 
study of this thing and recommended this type of legislation were 
really aware of exactly what the Medical Service did in the VA and 
what the VA does itself. They held their meetings in the Normandy 
Building on K Street, between Sixteenth and Seventeenth, four 
doors from the American Legion headquarters here in Washington, 
the Washington headquarters, where T. O. Kraabel is the director 
of our National Rehabilitation Commission, and where there were 
hundreds of thousands of cases, and where there were the records of 
the work done by the American Legion on the legislation so far as 
the disabled were concerned. And in spite of the repeated requests 
that I made of the Secretary of the Hoover Commission, never once 
did they invite this organization, the American Legion, with its vast 
25 or 30 years of experience, to come before them and give them the 
benefit of that experience. 

And I wonder this: Presently in the Veterans’ Administration, 
there are 13,117,000 folders, individual folders, for veterans, dealing 
with claims. There are 2,353,000 claims and death folders. There 
are 1,254,000 death claims folders scattered around in the various 
districts. There is a master index of 28 million veterans and vet- 
erans’ folders. And dealing with insurance alone, there are 24 
millions, largely World War IT veterans, and 8 million World War I 
veterans. 

Last year, there were 218 millions of pieces of mail that came into 
the Veterans’ Administration dealing with these individual cases, 
which had to be sorted and answered, and the particular letter with 
its answer placed in the file of the particular veteran. I say that 
because under this proposed bill, S. 1140, not only are the hospitals 
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turned over to this fantastic new organization headed in the direc- 
tion of socialized medicine, but also the medical personnel is turned 
over, and also the records so far as the veterans are concerned are 
turned over to this new organization. 

Mr. Chairman and lady and members of this subcommittee, that 
spells a return to the same chaos and confusion that existed in 1919, 
1920, and 1921. 

I don’t believe that the members of this subcommittee, I don’t 
believe that the Senate or the Congress of the United States, want 
to see any such a situation as that ‘dev elop again. 

We know that your subcommittee is giving this extreme and 
careful consideration. I ask you to do two things, if it is possible. 

First of all, I ask you to find out who is really the inspiration behind 
this legislation. Certainly the task force itself, as I am sure has been 
called to your attention, Chairman Hoover, and Congressman 
Manasco, filed dissents. Commissioner Brown filed a dissent, 
Acheson, Commissioner Aiken, and Commissioner Rowe, filed dis- 
sents. -And the Secretary of the Task Force, Admiral Boone, refused 
to sign the repert and the recommendations of the task force on this 
particular matter. 

Senator ScHogepret. Mr. Chairman? 

Senator O’Conor. Senator Schoeppel. 

Senator ScHorepreL. Will the General elaborate, briefly, upon the 
expense feature of this thing? Or will one of the witnesses discuss 
that? 

General TayLor. You mean on the present expense of the Medical 
Service within the VA itself at the present time? 

Senator SCHOEPPEL. Yes. 

Senator O’Conor. Also, I think you jhave in mind, Senator, the 
prospective expense if this plan were adopted. 

Senator Scuorpre.. That is right. 

General Taytor. I have here those who know this subject, Dr. 
Overholser and Dr. Shapiro, who are familiar with this situation. 

Senator O’Conor. Dr. Overholser has arrived, and we will be very 
pleased to call on him at any time. 

General Taytor. But this we are definite about, Senator. You 
cannot divide an agency of Government up into several bureaus. We 
know bureaucracy here, all of us do. You cannot make that kind of a 
division without piling up and piling up the number of the employees 
and the expense involved. There is no economy in this proposed 
legislation, and certainly no efficiency whatsoever. 

And, as I say, I am positive that your subcommittee is giving this 
the most careful and serious consideration. 

That is all IT want to say about it. It is pe rfectly useless for me to 
go back over the history, because it is all the result of action taken by 
by the American Legion. We have been with it from the very 
beginning. Personally, I was with the Dawes Commission. And 
I can say that the bill that created the Veterans’ Bureau was written 
in our office, I know every word of it. As I say, it is not necessary 
for us to review that. 

It is with pleasure, Mr. Chairman, Senator Smith, and members 
of this subcommittee, that I now present to you, Earl Cliff, affection- 
ately known as “Pat” Cliff, who is chairman of our National Re- 
habilitation Commission. , 

Senator O’Conor. We shall be glad to have you proceed, Mr. Cliff. 
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STATEMENT OF EARL V. CLIFF, ORTONVILLE, MINN., CHAIR- 


MAN, NATIONAL REHABILITATION COMMISSION, THE AMERI- 
CAN LEGION 


Mr. Curr. I want to thank Mr. Taylor for that introduction, Mr. 
Chairman, but I do want to add as a matter of information that | 
come from the State of Minnesota. He gave the name of my home 
town, but I don’t believe he did add the State from which I come. 

I want to file a written statement which I have prepared, with 
supplements A, B, and C, to that written statement, which will be 
part of the record, as well as the oral statement 1 am going to make; 
also, a statement commenting on the committee print of March 13. 

Senator O’Conor. Mr. Cliff, if it is agreeable to you, we will 
include in the record the entire statements and the supplements, 
and then you can amplify upon them as you desire to bring emphasis 
on any particular points. 

Mr. Curr. These statements contain considerable statistical data, 
so that the members of the committee may be informed as to the 
various items which are under discussion. 

(The statements and supplements referred to are as follows:) 


STATEMENT OF Ear V. (Par) CLirr, ORTONVILLE, MINN., CHAIRMAN, NATIONAI 
REHABILITATION COMMISSION, THE AMERICAN LEGION 


Mr. Chairman and members of the committee, I should like to express the 
thanks of the American Legion to your committee for the privilege of coming 
before you to present the position of our organization with regard to the bill 
S. 1140. This bill, designed to create a Department of Health, would, in our 
opinion, be the first major step in the dismemberment of the Veterans’ Adminis- 
tration. We oppose the legislation on the ground that it would go far toward 
undoing all the good that has been accomplished in the handling of veterans 
affairs. In its provisions we see a return to the chaotic conditions that existed 
with regard to veterans affairs in the period prior to the creation of the Veterans’ 
Bureau, August 9, 1921. 

We see nothing in this proposed legislation to accomplish the purposes for which 
the Hoover Commission was created, i. e., the achievement of economy and 
efficiency in the operation of the executive branch of the Federal Government 

This bill reflects the confusion that existed in the minds of the members of the 
Commission on Organization of the Executive Branch of the Government when 
they were considering the Federal medical programs. It is a matter of record 
that a majority of the members of that group opposed one or more of the recom- 
mendations that finally were adopted. 

In its essentials, S. 1140 is a warmed over version of 8S. 2008, a previous Citizens 
Committee proposal to establish a United Medical Administration The com- 
mittee that dealt with S. 2008 did not give favorable action to that ill-considered 
proposal of the Citizens Committee. It is our hope that you will go even further 
in your consideration of 8S. 1140 and recommend to the Senate that S. 1140 be 
disapproved in its entirety. 

THE PROBLEM IN 1918 


On Armistice Day, November 11, 1918, there were 334,112 sick and wounded 
soldiers in hospital beds in this country and overseas. At the same time there 
were available for the care of discharged disabled veterans only a few thousand 
beds in hospitals and homes built for veterans of prior wars, including 7,200 beds 
in the Publie Health Service. 


RESPONSIBILITY WAS DIVIDED 


At the same time there were eight different agencies administering to the needs 
and welfare of veterans, as follows: 
1. Bureau of War Risk Insurance 
2. Public Health Service of the United States 
3. Federal Board for Vocational Education 
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National Home for Disabled Volunteer Soldiers 
Medical Department of the Army 

Medical Department of the Navy 

Department of the Interior 

Private and public (contract) hospitals 

Some time after the armistice was signed the Public Health Service was able 
to furnish 12,000 beds but, because of the fact that this agency was primarily 
trained and adapted to the practice of preventive medicine, as distinguished from 
curative medicine, it was soon found that this arrangement was insufficient to 
solve the problem of the sick and disabled veteran. 

The statement that 12,000 hospital beds were furnished for the use of the 
Public Health Service does not mean there were that number of beds on buildings 
constructed as hospitals. Many of these beds secured were placed in old and 
dilapidated buildings. In other cases buildings designed as schools were adapted. 

Mount Alto in Washington was a girls’ school. 


Uta dale 


FACILITIES WOEFULLY INADEQUATE 


In the effort to improve the conditions existing, contracts were made with pri- 
vate hospitals to provide hospital service for the war disabled. This was not 
always a happy choice. There were cases of medical racketeering. Mushroom 
hospitals sprang up. There was evidence that in many cases there was more in- 
terest in getting the dollar provided for the veterans benefit than in giving the 
service contemplated by the Congress for the veterans care. Not until the Fed- 
eral Government embarked upon the program of constructing new specially de- 
signed hospitals for the physical and medical rehabilitation of the veteran was 
there permanent improvement in the operation of the program. 


THE DAWES COMMISSION 


The general situation of the administration of veterans’ rights by eight different 
bureaus brought about so much confusion, together with lack of facilities, that 
many of our disabled veterans were confined in penal institutions throughout the 
country. This brought forth protests from all over the Nation. The situation 
becime so acute that President Harding appointed a special commission, headed 
by Brig. Gen. (later Vice President) Charles G. Dawes, and 10 other distinguished 
Americans, to study the problem. 

A quotation from the findings of the Dawes Commission group is illustrative of 
the conditions existing at that time: 

‘Three distinet and separate governmental agencies without a common author- 
ity were created for and are now engaged in executing the laws for the relief of the 
disabled, namely, the Bureau of War Risk Insurance, the Rehabilitation Division 
of the Federal Board for Vocational Education and the United States Public 
Health Service. The result is that the ex-service person finds it extremely difficult 
to obtain the prompt, generous and sympathetic treatment which the Congress and 
the country intended he should receive.” 

As a result of the recommendations of this Commission, all of the agencies 
administering veterans’ benefits (except the Pension Bureau and the National 
Homes for Volunteer Soldiers) were combined in one agency, known as the Vet- 
erans’ Bureau. This agency was established on August 9, 1921. This consolida- 
tion was not only in the interest of economy and efficiency, but also for the most 
important purpose of fixing responsibility in the administration of the welfare to 
sick and disabled veterans. We know now that one of the main objectives of the 
Dawes Commission was to fix the responsibility for proper care of veterans. 


POLICY ON ELIGIBILITY ESTABLISHED 


The Veterans’ Bureau established its own hospital system,+and began the 
construction of veterans’ hospitals. Iu 1924 the Congress, by enactment, set 
the policy for these hospitals, as follows (see. 202 (10), World War Veterans’ Act 
as amended): 

“The Director is further authorized, so far as he shall find that existing Govern- 
ment facilities permit, to furnish hospitalization and necessary traveling expense to 
veterans of any war, military occupation, or military expedition since 1897, not 
dishonorably discharged, without regard to the nature or origin of their disability : 
Provided, That preference to admission to any Government hospital for hospitaliza- 
tion, under the provisions of this subsection, shall be given to those veterans who 


are financially unable to pay for hospitalization and their necessary traveling 
expenses. P 
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The latest general statement with regard to Congress’ definition of veterans is 
contained in Public Law 312, Seventy-fourth Congress, approved August 23, 1935. 
Therein Congress stated: 

“In addition to the pensions provided in this title, the Administrator of Veterans’ 
Affairs is hereby authorized, under such limitations as he may prescribe and within 
the limits of existing Veterans’ Administration facilities, to furnish to men dis- 
charged from the Army, Navy, Marine Corps, or Coast Guard, for disabilities 
incurred in line of duty, or to those in receipt of pension for service-connected 
disability and to veterans of any war, including the Boxer Rebellion and the 
Philippine Insurrection, domiciliary care, where they are suffering from permanent 
disabilities, tuberculosis, or neuropsychiatric ailments and medical and hospita' 
treatment for diseases or injuries. Provided, that any veteran of any war, who 
was not dishonorably discharged, suffering from disability, disease or defect, who 
is in need of hospitalization or domiciliary care, and is unable to defray the neces- 
sary expenses therefor (including transportation to and from the Veterans’ 
Administration facility) shall be furnished necessary hospitalization or domiciliary 
eare (including transportation) in any Veterans’ Administration facility within 
the limitations existing in such facilities, irrespective of whether the disability, 
disease, or other defect was due to service.” 


PRESIDENT HOOVER’S RECOMMENDATION 


In 1929 Herbert Hoover, then President of the United States, made the following 
recommendation to Congress (2d sess., 71st Cong.) : 

“T am convinced that we will gain in efficiency, economy, and more uniform 
administration and better definition of national policies if the Pension Bureau, 
the National Home for Volunteer Soldiers, and the Veterans’ Bureau are brought 
together under a single agency.”’ 

Congress accepted the President’s viewpoint, as contained in this recom- 
mendation, and on July 3, 1930 the Veterans’ Bureau was replaced by the Veterans’ 
Administration. This present agency incorporated the Veterans’ Bureau and the 
Pension Bureau and the National Home for Volunteer Soldiers in the one unified 
agency—the Veterans’ Administration. 


VETERAN POPULATION 


It must be remembered that the total personnel in World War I was approxi- 
mately 4,800,000. Today there are approximately 19,000,000 veterans. If we 
can draw any conclusion from the past experience, certainly it would be that the 
dismemberment of the present Veterans’ Administration into five agencies would 
cause great confusion to a greater number of beneficiaries. Certainly it would 
not result in either economy or efficiency, and the divided responsibility would only 
create an opportunity to pass the buck, which does not exist under one unified 
agency. 

There was confusion in the operation of eight separate agencies handling the 
veterans’ benefit program for 4 million veterans. Consider the situation that would 
be created were the benefits programs of some 19 million veterans divided among 
five new and separated agencies. 


AS TO THE SO-CALLED NON-SERVICE-CONNECTED CASES 


While no definite statement was made in the report of the Hoover Commission 
with respect to the care of alleged non-service-connected veterans, there is an 
implication in the request that the Congress redefine who are to be the benefi- 
ciaries of Federal hospitalization, together with the publicity put out by the 
supporters of the Hoover Commission report that the so-called non-service- 
connected veteran is to be greatly affected. The public is led to believe that 
these beneficiaries of Federal hospitalization are costing the American taxpayer 
large sums of money. 

First, I want to peint out that there are 2,056,367 (January 31, 1952) veterans 
who have established service connection for their disabilities, according to the 
records of the Veterans’ Administration. Such veterans are entitled to medical 
care and hospitalization, when necessary, without dispute. This classification 
is being increased in numbers constantly. All these men were listed as non-service- 
connected veterans until they established their service connection with the 
Veterans’ Administration. The American Legion has no intention of standing 
by to witness the handling of the treatment of these men by any other agency 
merely to satisfy the wishes of any group. 

* 
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With regard to non-service-connected hospitalized cases, statistics show that 
only 735 percent of the patient days spent in general medical cases come from the 
so-called non-service-connected remaining 30 days or less in veterans’ hospitals. 
The care of these sick and indigent veterans, who have no other place to turn for 
medical aid, is surely an investment in democracy. The Legion does not believe 
there is any intent on the part of Congress to deny them the privilege that has 
been theirs through congressional approval, since the early years after the Civil 
War. 

I point this out to you at this time for the reason that any claims of savings or 
economy by changing the present policy, as fixed by Congress in 1924, would be 
negligible. On the other hand, if all the non-service-connected TB’s and NP’s 
were to be turned out of the Federal hospitals of the Veterans’ Administration, 
the additional cost of constructing hospitals and furnishing hospitalization by the 
respective States and communities would amount to huge sums. Would that 
be in the interest of efficiency or economy? How would 8. 1140 insure adequate 
staffing of all such hospitals? 


MEDICAL SCIENCE HAS NOT DETERMINED THE CAUSATIVE FACTORS 


Sometimes it is believed it is too easy to shrug off the claims of the veteran who 
has not been able to provide from records, that never were in his care or keeping 
the proof that his disabilities were service-connected. It is the veteran who, in 
this sense, may be termed the forgotten man that the Legion meets daily in his 
rehabilitation work. 

These men were presumed to be sufficiently healthy to be accepted for military 
dutv. They carry honorable discharges, as proof of such service. Though 
medica! science has not found an exact method of determining the causative fac- 
tors for many of the veteran's disabilities, the burden has been on the veteran to 
provide that exact proof. In many cases he has been unable to accomplish this 
purpose. On the other side, however, the Legion knows of many cases where 
service connection was secured after long months and years of effort. 


VA MEDICINE DURING WORLD WAR II 


The American Legion has been probably the greatest critic of the Veterans’ 
Administration and particularly of its medical service. From the day that 
separate service was set up until the conclusion of World War II, the Legion 
criticized not only the system but, in many instances, the personnel. It is our 
contention that there were some good doctors and that some good medicine was 
practiced in the Veterans’ Administration prior to setting up this new medical 
program. There were, however, many defects, such as the following: 

1. The Medical Director was under a lay assistant administrator in charge 
of medical and hospital service. 

2. There was no adequate training program for specialists in the various 
fields of medicine. 

3. There was no time given to specialists trained in medicine to attend 
medical meetings to better prepare them in the practice of this profession. 

The whole situation could best be described as bureaucratic medicine. Because 
of the failure of the Veterans’ Administration to heed the continued warnings of 
the American Legion, our organization at its convention in 1941, in Milwaukee, 
passed the following resolution: 

Medical service of Veterans’ Administration, national convention of the 
American Legion held in Milwaukee, Wis., September 15-18, 1941: 

‘Whereas, for a number of years, the national rehabilitation committee of 
the American Legion has pointed out to the Administrator of Veterans’ Affairs 
and his staff certain apparent deficiencies in the medical service of the Veterans’ 
Administration, and 

“Whereas repeated promises have been made by the Veterans’ Administration 
to correct these admitted deficiencies, and 

Whereas little if anything has been done by the Veterans’ Administration, to 
make the necessary corrections in the medical service of the Veterans’ Adminis- 
tration, and 

‘Whereas, because of the failure to correct these very apparent weaknesses 
and deficiencies, the executive committee of the national rehabilitation com- 
mittee at its May 1941 meeting in Indianapolis passed a resolution, approved by 
the national executive committee of the American Legion, that a complete 
survey be made by the national rehabilitaion committee through the Wash- 
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ington office and national field service, of the medical service and related personnel 
of the Veterans’ Administration, and 

‘‘Whereas this survey has been made and completed, and report has been made 
to the executive committee of the National Rehabilitation Committee; and 

“Whereas such report shows that much fine work is being done by the medieal 
service of the Veterans’ Administration, but that there also exist certain verv 
apparent weaknesses and deficiencies, and after a complete discussion of the report, 
and the committee being fully advised: Now, therefore, be it 

‘Resolved by the executive committee of ihe National Rehabilitation Commi'tee, 
That a complete reorganization be made by the Veterans’ Administration of its 
medical service; and be it further 

‘Resolved, That in the process of reorganization of the medical service of the 
Veterans’ Administration the following items of importance to be considered: 

“1, A change in the direction and supervision; 

“9 Coordination and stabilization of all related services; 

‘3. A more liberal delegation of authority to managers of field stations in the 
administration of the medical program; 

‘4. ‘lhe improvement of supervisory services of central office to eliminate 
duplications and the establishment of a new system, group, or otherwise; 
“5. A revision of the present table of medical organization to provide for the 
replacement of those presently in the Armed Forces and to increase personne! 
in facilities where inadequacies now exist, or may develop in the future, based 
on the individual needs of each station without regard to present ratio system; 

“6. The establishment of an improved system of promotion and tra 
medical and allied personnel based on merit and the dismissal fr 
of admitted inefficient personnel, instead of the present policy of transfer and 
further provision for an adequate retirement basis for aged and disabled personnel; 

“7. Adequate training of specialists in various fields where the need for such 
specialists appears necessary; and be it further 

‘Resolved, That authority be granted to the standing committee of the 
National Rehabilitation Committee to seek the correction of any 


sier ol 


om the service 
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and all other 
deficiencies that may become apparent which are not herein listed; and be it further 

“Resolved, That if satisfactory reorganization correcting the apparent defi- 
ciencies, now in existence, is not made without a reasonable time, that the 
American Legion shall request a complete investigation by the World War Vet- 
erans Committee of the House of Representatives; and be it further 

‘*PResolved, That this resolution be submitted to the rehabilitation come 
mittee of the convention committee of the 1941 national convention for considera- 
tion and action.” 


The Le gion’s pre gram to improve VA rhe di al Seri ice ‘ 


Following that convention, and during World War II, I am sure you will 
remember numerous articles published in magazines throughout the country criti- 
cizing the medicine practiced in the Veterans’ Administration. At the conclusion 


of World War II, the American Legion appealed for advice and guidance 
of the leading men in the field of medicine, as well as the heads of 
great medical institutions for the solution of this problem. 

As a result of this appeal, and consultations with these leaders and the d 


some of ur 


of medical schools throughout the country, the medical advisory group cf the 
American Legion was created and submitted a program to Dr. Paul Hawley, the 
then newly appointed Chief Medical Director of the Veterans’ Administrati 
for the reorganization of the medical service in the Veterans’ Administrati 

At this time I think I should give you the names of those me erved « 


that. Legion Medical Advisory Committee: 
Initial appointees to American Legion Medical Advisory Board, created by 

resolution 667, national convention, Chicago, November 18-21, 1945: 

Col. Leonard G. Rowntree, Med. Res. (chairman), Chief of Selective Service 
Medical Division. For many years connected with the Mayo ¢ ic, ai 
member of the Mayo Foundation. 

Maj. Gen. George F. Lull, Deputy Surgeon General, U. 8. Army 

Rear Adm. William C. Agnew, Assistant Surgeon General, U.S. Navy. 

Col. Fsmond R. Long, AUS, Chief of T. B. Section, Office cf the Surgeon General, 
U.S. Army. Connected with Henry Phipps Institute, Philadelphia, before and 
after war service. 

Capt. C. Raymond Wells, D. C., U. S. Naval Res., Assistant Chief of Selective 
Service, Medical, and past president of American Dental Associatior 

Lt. Col. (now Brig. Gen.) Louis H. Renfrow, D. C., AUS, executive officer, 

Selective Service, Medical Division. 
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Lt. Col. Charles W. Mayo, AUS, Mayo Clinic. 

Dr. William D. Stroud, Professor of Cardiology, University of Pennsylvania. 

Dr. Winfred Overholser, Superintendent, St. Elizabeths Hospital, Washington, 
DC. 

Capt. Waltmen Walters, USNR, U. S. Naval Hospital, Philadelphia, chief of 
surgical section, Mayo Clinic. 


VA Medical Service second to none 


As a result of this new medical program, the Veterans’ Administration has been 
able to obtain as consultants many of the leading specialists and finest medical 
men in our country. In addition to that, through the means of the deans’ com- 
mittee set up in the medical institutions of learning, personnel have been obtained 
and courses of training instituted which have resulted in the finest medicine in any 
of the publie hospitals, not only in this country but in the world. The stay in 
general medical hospitals has been reduced bv one-third of the time required before 
the institution of the deans’ committee. Cooperation has been obtained from 
these medical men and institutions solely on the basis of treatment for veterans. 
Any attempt to divert this medicine to the care of others, in our opinion, is a 
breach of the assurances given to these men and institutions, when they volun- 
teered to assist in the care of sick and disabled veterans. Further discussion of 
this medical program will be given by my associates, Dr. Rowntree, Dr. Over- 
holser, and Dr. Shapiro, to this committee. 


CONSOLIDATION OF MEDICAL SERVICES UNDER S&S. 1140 


I wish to call the attention of the committee to the fact that under the pro- 
visions of S. 1140 the attempt is made to consolidate curative medicine, as prac- 
ticed in the Veterans’ Administration, with preventive medicine, as practiced in 
the United States Public Health Service, together with military medicine as prac- 
ticed in the Army, Navy, and Air Corps. Representatives of the agencies ad nin- 
istering these respective phases of medical treatment have spoken in opposition 
to this bill 8S. 1140. 

It is our belief that such a consolidation will result not only in lack of efficiency 
but will result in far greater cost. It has been said that such consolidation would 
result in preventing duplication in construction of hospitals. It is not necessary 
in order to prevent duplication, to set up a new bureau, which is also going to 
administer those hospitals. 

At the present time we have three major types of Federal medical programs: 

1. We have the Department of Medicine and Surgery in the Veterans’ Adminis- 
tration. This Department is the heart and soul of the Veterans’ Administration. 
At present it is providing medical and surgical treatment of the highest quality. 
The operation of this Department is integrated in the larger program of providing 
data upon which benefits for veterans reach the disabled and their dependents. 

2. We have a unified medical and hospital service in the Department of Defense. 
This newly created unified military medical and hospital service is in position to go 
far in the correction of the conditions that gave most concern to the Hoover 
Commission medical task force. 

3. We have the Public Health Service competently operating to protect the 
public needs in preventive medicine and in research. This agency is also giving 
supervisory service in the creation of the Hill-Burton hospital program which the 
American Legion supports. 

The quality of service provided by these three Federal agencies is not open 
to question. Each of these agencies is functioning competentlv in a separate and 
unique field. S. 1140 would abolish the Department of Medicine and Surgery in 
the Veterans’ Administration; and the Public Health Service, so far as its com- 
missioned personnel are concerned, would be merged in the proposed Department 
of Health. 


WE OPPOSE THE DISMEMBERMENT OF THE VETERANS’ ADMINISTRATION 


The American Legion is committed to the proposal that the Veterans’ Adminis- 
tration shall remain an independent agency of the Federal Government. Our 
decision in this matter is the result of long vears of experience in dealing with 
veterans’ affairs. We believe that, if you remove the Department of Medicine 
and Surgery from the Veterans’ Administration, then you have destroved the 
Veterans’ Administration as an effective administrative agency. Since section 
5 (a) (2) of S. 1140 savs that “the Department of Medicine and Surgerv of the 
Veterans’ Administration, all hospitals of the Veterans’ Administration, all 
facilities of such Administration for out-patient services to veterans, and all 
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functions of the Veterans’ Administration and the Administrator of Veterans’ 
Atairs in relation to the foregoing”’ shall be transferred to the proposed Depart- 
me it of Health, it follows logically that we can only follow a course of opposing 
S. 1140 with all the energy and effort we can command. 

Congress has traditionally agreed it is an obligation of the Federal Government 
to bind up the wounds of those who have borne the heat of the battle. This is in 
line with the opinion of the American Legion as it was expressed in 1921: 

‘Your committee would feel that it failed in its duty if it neglected to remind 
the members of the Legion generally that the problems connected with the care 
of our disabled comrades have not yet been solved. Thirty thousand of them are 
today in hospitals, a greater number than at any time since the armistice. Acute 
diseases and minor injuries have been successfully dealt with; but, of those in 
hospitals today, a large majority are suffering from serious disorders which may 
result in their death or in lifetime invalidism. While others may tire of the 
burden imposed by the care of these men and popular interest grow cold, the 
American Legion must never permit its interest to diminish or its energies in their 
behalf to flag until to the last one has been brought all the resources that modern 
science can provide for the cure or amelioration of the diseases from which they 
suffer. However the Legion might succeed in other activities, it will fail if we 
do_not continue to discharge our obligation to these comrades.” 

At this point I should like to outline some specific reasons why we oppose the 
dismemberment of the Veterans’ Administration through the creation of the pro- 
posed Department of Health as set forth in 8. 1140. 

5. 1140 removes from the Veterans’ Administration its biggest and primary 
function; namely, the examination, observation, hospitalization, and care of 
veterans. 

This bill destroys the principle of a unified or central agency for the adminis- 
tration of veterans’ affairs. The Veterans’ Administration, as such a central 
agency, was confirmed on July 3, 1930 (Public Law 536, 7Ist Cong.), when other 
Government agencies—viz, the Pension Bureau, the National Homes for Volunteer 
Soldiers, and the Veterans’ Bureau—were consolidated to form the 
Administration. 

In the words of the Administrator of Veterans’ Affairs, the proposal to remove 
the medical and hospital services from the VA “runs counter to the historic policy 
of our Government to treat its veterans as a class, deserving of special considera- 
tion through one ageney charged with the responsibility, to the extent possible, 
of administering all their various benefit programs.” 

Congress, in enacting the Servicemen’s Readjustment Act of 1944 (conceived, 
prepared, and advocated by the American Legion), confirmed the established 
policy of charging the administration of veterans’ benefits to a single agency. 

Further confirmation of the organizational policy of a single agency for the 
administration of veterans’ benefits will be found in the enactment of Public Law 
293, Seventv-ninth Congress, January 3, 1946, which established within the 
Veterans’ Administration the present Department of Medicine and Surgery. 

The fifth paragraph of Administrator Gray’s comments, House Committee 
Print 114, is as follows: 

“The major benefit programs for veterans are so dependent upon and integrated 
with the medical, hospital, and domiciliary care programs as to preclude their 
separation from the VA of which they are a part without disastrous effects on the 
efficient administration of veterans’ benefits.” 

The Veterans’ Administration must have a Department of Medicine 
Surgery for the following purposes and determinations: 

(a) Disability compensation, pensions, insurance benefits predicated 
disability require more or less complete physical examinations, 
pitalization for observation. ° 

(b) Payments to veterans without dependents subjeet to reductions while 
receiving hospitalization or domiciliary care. 

(c) Entitlement to new and reinstated insurance often dependent upon proof 
of insurability based upon medical examination. 

(d) Entitlement to vocational rehabilitation under Public Law 16, Seventy- 
eighth Congress, as amended, dependent upon medical examination findings. 

(e) The same as to entitlement to assistance in acquiring specially adapted 
housing. 

The Veterans’ Administration without its medical, hospital, and out-patient 
services would be dependent upon another Government agency, over which it 
would have no jurisdictoin, for essential material which the VA constantly 
requires, as noted above, in order to discharge the duties assigned to it by Congress. 
96891—52-—9 
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THE ROAD TO SOCIALIZED MEDICINE 


It is our opinion your committee should ask the proponents of S. 1140 what is 
their real intent. 

At present we know that the United States Public Health Service is dealing 
with preventive medicine. Its program and functions are clearly defined. 

We know that military medicine as it is practiced in the Department of Defense 
is giving fine service to the combat-disabled personnel in Korea. We know what 
the functions of military medicine are. 

We know that our disabled veterans are getting excellent medicine and surgery 
in the program administered by the Veterans’ Administration. 

We are asked to trade these excellent and well-established programs for an 
unknown, untried, and experimental program in a new institution, now to be 
called a Department of Health. 

First, it was to be a United Medical Administration. Then, it was a Depart- 
ment of Health. Now a third plan has been submitted and has been released 
as a committee print dated March 13, 1952. 

The confusion that existed within the Hoover Commission in regard to Federal 
medicine is compounded in the citizens committee proposals dealing with the 
recommendations of the Hoover Commission on the same subject. 

Your committee is unable to determine, from one hearing of witnesses to the 
next, what the proposals really are. 

There is, however, one constant provision in all of these proposals. In section 
9 of the committee print of March 13, 1952, it is proposed that ‘within 1 year 
after the date of enactment of this act, a plan for the consolidation of the Public 
Health Service and the Veterans’ Administration’s Medicine and Surge ry Depart- 
ment into a single unified professional health and medical career service.” 

In other words, you are not told what the plan is for the ultimate disposition 
of these services. The Congress is asked to wreck existing Federal medical 
services in the establishment of a Department of Health and, after a year, to come 
in with some plan yet to be disclosed. It is an extraordinary plan for legislative 
consideration by the Congress. 

We are left with the question of what the proponents of 8. 1140 really have 
in mind. 

Who will be the beneficiaries under such a plan? 

How will 8S. 1140 provide beds for all existing services and for another group to 
be brought in? 

Shall the dependents of service personnel be brought in for care and attention? 
If so, S. 1140 is a long step toward creation of a state of socialized medicine. 

Section 4 (b) (1) has the following language: ‘‘the Secretary shall so exercise 
his functions under this Act as to insure that hospitalization, and the best obtain- 
able medical and health care, shall at all times be speedily available for all veterans 
whom the Administrator of Veterans’ Affairs has determined are entitled thereto 
under the laws of the United States.”” It should be apparent to all that, if you 
remove the Department of Medicine and Surgery from the Veterans’ Adminis- 
tration, then the only thing the Administrator can determine is that the veteran 
is honorably discharged, and that he wants hospitalization. The Administrator, 
under such a legislative proposal as 8. 1140, wouldn’t have authority to hospitalize 
even a quadrilateral amputee from the Korean fighting. 

Do the proponents of S$. 1140 suppose that all the interest that volunteer workers 
have in veterans will be continued in the event the Department of Medicine and 
Surgery is transferred out of the Veterans’ Administration and into a new system 
that does not, per se, command the warm, human, sympathetic, atmosphere that 
is presently to be found in veterans’ hospitals? 


EXPERIENCE PRIOR TO CREATION OF THE VETERANS’ BUREAU AND THE VETERANS’ 
ADMINISTRATION 


After World War I there were five different agencies and no hospital beds. 
Chaos resulted. 

After World War II there was one agency—the Veterans’ Administration—to 
deal with veterans’ medical care, and with the VA system of medicine and surgery 
there was no comparable difficulty. 

The Veterans’ Administration arose out of the necessity to meet a situation. 
We continue to criticize the performance within that agency ; but we also know that 
such a unified agency has proved its worth. 
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FEDERAL BOARD OF HOSPITALIZATION 


At this time, our organization desires to be recorded as recommending the 
re-creation of a Federal Board of Hospitalization. 

We recognize the need to have an agency created legislatively for the purpose 
of examining the construction programs of the major Federal groups conducting 
hospital programs. Such an agency, we believe, could most effectively determine 
how the facilities available could best be used to meet the medical and hospital 
needs of these major agencies. 

We believe that such a Board can provide an effective means of assisting 
Congress to arrive at proper decisions in matters of hospital construction, hos- 
pital maintenance, hospital location, the needs of the several Federal agencies 
operating hospitals, and the complete utilization of total services and facilities 
of the Federal Government, in time of war and in time of peace. 

In recommending the establishment of a Federal Board of Hospitalization, the 
American Legion is cognizant of the need to maintain hospital facilities suitable 
for the three distinct and separate types of medical programs now established; 
viz: 

1. Curative and rehabilitative veterans’ hospitals: 
(a) General medical and surgical. 
(b) Tuberculosis, 
(c) Mental. 

2. Preventive medicine. 

3. Military medicine. 

Membership of such a Federal Board of Hospitalization should include repre- 
senatatives of all Federal agencies operating hospitals. In addition, there should 
be representatives of the public at large; i. e., the non-Federal hospitals and the 
American Medical Association. 

Such a Board should have, so far as is possible, complete authority in deter- 
mining where and when hospitals shall be constructed or expanded. Additionally, 
the Board should have authority to transfer (within the limits of available ap- 
propriations) from one Federal department or independent agency to another, 
such hospitals (or partial capacities of such hospitals) whenever necessary (or 
economy and efficiency) so require. 

The proposed Board should maintain a permanent staff, at all times conversant 
with all plans for Federal hospital programs and capable of considering long- 
range plans for such programs. 

Such a Federal board could provide for complete integration of the organiza- 
tional program of Federal medical and hospital programs. This would entail 
further consideration of the existing operating procedures providing for inter- 
agency use of available facilities. And such a Federal board must also have a 
specific limit placed upon its activities. Its activities would in no sense have 
jurisdiction over the administration of the plans for which such agencies were 
created by Congress. 













THIS IS NOT 





THE TIME TO EMBARK UPON UNTRIED 





EXPERIMENTS 


In the period that has passed since this legislation originally was proposed 
to the Congress, conditions have arisen that radically alter the problems our 
Government must meet. With our Government operating as the agent of United 
Nations in Korea, there is an acute military problem facing our people. In our 
military fight to establish and maintain world peace and to contain the spread 
of communism, it is apparent that we have now, and will continue to have, the 
most urgent need to concentrate the use of all our resources in that operation. 

With such conditions facing our Nation, this is not the time to embark upon 
new and untried experiments in the operation of our Federal medical and hospital 
programs. The proposed Department of Health does not meet the needs of our 
civilian population, including the veterans of past wars. It would be a disheart- 
ening thing to propose that the Armed Forces be asked to accept an agency such 
as the Department of Health in a period when all the experience of the past 
demonstrates that we must use tried and proved methods in handling the military 
medical and hospital problems arising out of the Korean situation. 

In periods of emergency such as the present, we must have an agency that has 
demonstrated its ability to prevent epidemics arising here at home. It would be 
folly, in our opinion, to tamper with the operations of the Public Health Service 
in a period when the Nation has gone into direct action to prevent the further 
spread of communism. 
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SupPpLeMENT A TO STATEMENT OF Ear V. Curr, THE AMERICAN LEGION, ON 
S. 1140 


1941 RESOLUTION OF THE AMERICAN LEGION RECOMMENDING IMPROVEMENT IN VA 
MEDICAL SERVICES 


Medical service of Veterans’ Administration, national convention of the Amer- 
ican Legion held in Milwaukee, Wis., September 15-18, 1941: 

Whereas for a number of vears the national re -habilitation Commission of the 
American Legion has pointed out to the Administrator of Veterans’ Affairs and 
his staff certain apparent deficiencies in the medical service of the Veterans’ 
Administration; and 

Whereas repeated promises have been made by the Veterans’ Administration 
to correct these admitted deficiencies; and 

Whereas little if anything has been done by the Veterans’ Administration to 
make the necessary corrections in the medical service of the Veterans’ Adminis- 
tration; and 

Whereas, because of the failure to correct these very apparent weaknesses and 
deficiencies, the executive committee of the national rehabilitation commission, 
at its May 1941 meeting in Indianapolis, passed a resolution, approved by the 
national executive committee of the American Legion, that a complete survey 
be made by the national rehabilitation commission, through the Washington 
office and national field service, of the medical service and related personnel of 
the Veterans’ Administration; and 

Whereas this survey has been made and completed, and report has been made 
to the executive committee of the national rehabilitation commission; and 

Whereas such report shows that much fine work is being done by the medical 
service of the Veterans’ Administration but that there also exist certain very 
apparent weaknesses and deficiencies, and after a complete discussion of the 
report, and the committee being fully advised: Now, therefore, be it 

Resolved by the executive committee of the national rehabilitation Commission, 
That a complete reorganization be made by the Veterans’ Administration of its 
medical service; and be it further 

Resolved, That in the process of reorganization of the medical service of the 
Veterans’ Administration the following items of importance be considered: 

1. A change in the direction and supervision; 

Coordination and stabilization of all related services; 
A more liberal delegation of authority to managers of field stations in the 
administration of the medical program ; 

4. The improvement of supervisory services of central office to eliminate 
duplic: ations and the establishment of a new system, group, or otherwise; 

5. A revision of the present table of medical organization to provide for 
the replacement of those presently in the Armed Forces and to increase 
personnel in facilities where inadequacies now exist, or may develop in the 
future, based on the individual needs of each station without regard to present 
ration system; 

6. The establishment of an improved system of promotion and transfer 
of medical and allied personnel based on merit and the dismissal from the 
service of admitted inefficient personnel, instead of the present policy of 
transfer and further provision for an adequate retirement basis for aged and 
disat . d personnel; 

7. Adequate training of specialists in various fields where the need for such 
speci ialists appears necessary; and be it further 

Resolved, That authority be gre anted to the standing committee of the national 
rehabilitation commission to seek the correction of any and all other deficiencies 
that may become apparent which are not herein listed; and be it further 

Resolved, That if satisfactory reorganization correcting the spparent deficiencies 
now in existence is not made within a reasonable time, that the American Legion 
shall request a complete investigation by the World War Veterans’ Committee 
of the House of Representatives; and be it further 

Resolved, That this resolution be submitted to the rehabilitation committee of 
the convention committee of the 1941 national convention for consideration and 
action. 
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SupPLEMENT B vo STATEMENT OF Earu V. CLirr, THE AMERICAN LEGION, ON 
Ss. 1140 


THE HISTORY OF THE FDERAL BOARD OF HOSPITALIZATION 


This recommendation for the creation of such a board is correctly a part of the 
history of Federal hospital and hospitalization, since there was such a board in 
operation from November 1, 1921, to June 30, 1948. 

The following information regarding the previous operation cf the Federal 
Board of Hospitalization is extracted from committee print, Eightieth Congress, 
second session titled ‘‘An Outline of the Manner in Which Sites Are Selected and 
Funds Authorized for the Building of Hospitals and Homes for the Care of Former 
Members of the Armed Forces.”’ This document was printed for the use of the 
Committee on Labor and Publie Welfare. 

“The Federal Board of Hospitalization was created, by direction of the Presi- 
dent, on November 1, 1921, for the purpose of coordinating the hospital activities 
of the Medical Department of the Army, the Bureau of Medicine and Surgery of 
the Navy, the United States Public Health Service, the United States Veterans’ 
Bureau, St. Elizabeths Hospital, and the Office of the Commissioner of Indian 
Affairs. For approximately 3 years, the Board functioned under the supervision 
of a chief coordinator, who was appointed by and directly tesponsible to the 
President. In 1924 @ reorganization of the Board placed its activities under the 
chairmanship of the Director of the United States Veterans’ Bureau and pro- 
vided that its recommendations should be transmitted to the Director of the 
Bureau of the Budget for the consideration of the President. 

“Until the early 1940’s, projects for the provision of hospital facilities war 
veterans comprised the great majority of cases referred to the Board for con- 
sideration as there was little activity in the field of hospital construction by 
Federal agencies other than the Veterans’ Administration prior to World War IT. 
With the expansion of the military branches just before and during the early 
months of the war, a corresponding increase in Army and Navy hospital facilities 
occurred. 

To prevent overbuilding and duplication and to insure that postwar needs 
would be given adequate consideration in the planning of hospitals to care for 
current requirements, the President, on March 31, 1943, revised the organization 
of the Board, and directed that no further hospital or convalescent facilities should 
be acquired within the continental United States by the War and Navy Depart- 
ments, the Federal Security, or the Veterans’ Administration, until such prcjects 
had been submitted to the Federal Beard of Hospitalization for review and recom- 
mendation te him as to location, type of construction, and other factors affecting 
the over-all requirements for postwar hospitalization. An exception was per- 
mitted in the case of emergency installations made necessary by epidemics or 
similar situations, and a later amendment to the directive also authorized the 
Army and Navy to acquire temporary facilities of fewer than 150 beds without 
approval of the Board. 

“In addition to the duties incident to this review of all Federal] bf ozpital proj- 
ects, the President directed that the Board undertake a study of the complete 
problem of the hospitalization of the veterans of World War II, and the develop- 
ment of an over-al! plan for meeting this responsibility of the Federal Government.” 

The purposes of the former Federal Board of Hospitalization were stated to be: 

“The Board shall initiate studies of and analyze and review the hospital, 
convalescent and domiciliary activities and programs developed and operated 
by all departments and establishments for the purpose of 

‘“(a) Preventing the overlapping and duplication of services and over- 
building of facilities. 

“(b) Insuring the most efficient and complete utilization of the total 
services and facilities of the Federal Government by each department 
and establishment. 

*“(c) Determining the need for existing or additional facilities of each 
department and establishment. 

‘“(f) Determining the area or locality in which additional facilities should 
be provided. 
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““(e) Determining the extent to which non-Federal facilities may be 
utilized in the administration of the hospital activities or programs of any 
department or establishment. 

“(f) Developing a complete over-all program for providing hospitalization 
for the veterans of World War IT. 

““(g) Furnishing recommendations with respect to such matters as the 
Director of the Bureau of the Budget may refer to the Board. 

“No project for acquisition of additional beds by new construction, Major 
alteration, or leasing of or contracting for existing facilities shall be undertaken 
by any department or establishment until it has been submitted to and reviewed 
by the Board as to need, location, type of construction, and any other factor 
which the Board may consider pertinent to the performance of its responsibilities, 
nor until the resulting recommendation of the Board hes been transmitted and 
considered as provided hereof, and approved by the President. 

“The above, notwithstanding, (1) any department or establishment may 
acquire additional beds to meet a temporary seasonal, epidemic, or emergency 
requirement, provided such acquisition does not require new construction; and 
(2) the War and Navy Departments may acquire limited hospital facilities 
involving temporary type of construction only, and not exceeding 150 beds for 
any one project, provided no other Federal hospital facilities are available within 
a reasonable distance. Each project involving the acquisition of beds, under 
this sub-section, shall be reported to the Federal Board of Hospitalization at the 
time approval thereof is given by the head of the department or establishment 
concerned.”’ 


SuprPLEMENT C To STaTEMENT OF Earu V. Ciirr, CHAIRMAN, NATIONAL 
REHABILITATION COMMISSION, THE AMERICAN LEGION, ON S. 1140 


HOSPITALIZATION OF VETERANS 


Policy on eligibility established 

The Veterans’ Bureau established its own hospital system, and began the con- 
struction of veterans’ hospitals. In 1924 the Congress, by enactment, set the 
policy for these hospitals as follows (sec. 202 (10), World War Veterans Act, as 
amended): 

“‘The Director is further authorized, so far as he shall find that existing Govern- 
ment facilities permit, to furnish hospitalization and necessary traveling expense 
to veterans of any war, military occupation, or military expedition since 1897, not 
dishonorably discharged, without regard to the nature or origin of their disability: 
Provided, That preference to admission to any Government hospital for hospital- 
ization, under the provisions of this subsection, shall be given to those veterans 
who are financially unable to pay for hospitalization and their necessary traveling 
expenses.”’ 

The latest general statement with regard to Congress’ definition of veterans is 
contained in Public 312, Seventy-fourth Congress, approved August 23, 1935. 
Therein Congress stated: 

“In addition to the pensions provided in this title, the Administrator of Vet- 
erans’ Affairs is hereby authorized, under such limitations as he may prescribe 
and within the limits of existing Veterans’ Administration facilities, to furnish to 
men discharged from the Army, Navy, Marine Corps, or Coast Guard for dis- 
abilities incurred in line of duty, or to those in receipt of pension for service- 
connected disability and to veterans of any war, including the Boxer Rebellion 
and the Philippine Insurrection, domiciliary care, where they are suffering from 
permanent disabilities, tuberculosis, or neuropsychiatric ailments and medical and 
hospital treatment for diseases or injuries. Provided, That any veteran of any 
war, who was not dishonorably discharged, suffering from disability, disease, or 
defect, who is in need of hospitalization or domiciliary care, and is unable to 
defray the necessary expense therefor (including transportation to and from the 
Veterans’ Administration facility) shall be furnished necessary hospitalization or 
domiciliary care (including transportation) in any Veterans’ Administration facil- 
ity within the limitations existing in such facilities irrespective of whether the 
disability, disease, or other defect was due to service.” 
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As to the so-called non-service-connected 


While no definite statement was made in the report of the Hoover Commission 
with respect to the care of the alleged non-service-connected veterans, and while 
the committee print of 8. 1140 dated March 13, 1952, amends the provision to 
include all veterans found eligible to hospital care by the Administrator of Veterans’ 
Affairs, past and current attacks upon the hospitalization of the so-called non- 
service-connected by the Veterans’ Administration make it necessary for us to 
offer certain facts concerning them. Just who are these so-called non-service- 
connected veterans? They are those whose claims for service connected disability 
compensation and for permanent and total non-service-connected pension are still 
pending. They are those who go to the Veterans’ Administration to determine 
the nature, extent and origin of their disabilities, feeling that active service in 
the Armed Forces may have caused or aggravated such disablements. They are 
those who do not have the means of procuring the required hospital care at private 
institutions or clinics. They are those who have expended their savings and 
limited means in seeking the required care at the hands of private physicians and 
hospitals. They are those who individually are referred to VA hospitals by 
community officials and others when their status as veterans becomes known. 

The widely advertised charge that many of them are able to pay for medical 
and hospital care at private hospitals and clinics has prompted the American 
Legion to conduct surveys to get at the facts. While the few outstanding cases 
of veterans with means going to the VA for hospitalization do damage this whole 
program in the eyes of the American public and the private practitioner of med- 
icine, the findings in our surveys, as set forth by Dr. H. D. Shapiro in his testi- 
mony, point conclusively to the fact that the great majority of the so-called 
non-service-connected in VA hospitals at any given time are there because they 
are suffering from tuberculosis, psychosis, other nervous and mental diseases, 
chronic disorders, terminal disease involvements, or are without means to procure 
care from private sources. Others are there pending the settlement of their claims, 
as shown later in this summary. 


The service-connected disabled 


I want to point out that there are 2,056,367 (January 1952) veterans who have 
established service connection for their disabilities, according to the records of 
the Veterans’ Administration. Such veterans are entitled to medical care and 
hospitalization, when necessary, without dispute. All these men were listed as 
non-service-connected veterans until they established their service connection 
with the Veterans’ Administration. 


Who is the veteran being hospitalized by the VA? 


Here he is in numbers as revealed by an authentic survey conducted by the 
Veterans’ Administration itself as of January 31, 1950 (another census for 1952 
is now being conducted—situation now is essentially the same as it was 2 years 
ago): 

(1) There are 42,528 of him hospitalized for service-connected conditions. No 
one argues about his right to be there. 

(2) There are 18,592 of him who have service-incurred disabilities but are 
being hospitalized for other conditions which may or may not bear upon the 
service disablement. 

(3) Fifty percent of the hospitalized veterans have service-connected status as 
described above. 

(4) 3,684 of this veteran who are in hospitals have disability compensation 
claims pending or on appeal. 

(5) 5,678 of him feel they have physical damage due to the war, have filed 
claims but same have been disallowed. Some of these will eventually be estab- 
lished. 

(6) Then there are 23,948 of this veteran who are on the pension rolls for non- 
service permanent and total disability. 

(7) Another group of him—4,688—in the hospital have pension claims pending 
or on appeal. 

(8) Still another group—4,238—who are so disabled they felt themselves en- 
titled to this pension have filed claims which have been denied. Again, some of 
these will be won. 
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(9) Another group of this multiple veteran—9,988—never filed a claim. _ Of 
these, 1,980 were suffering from mental and nervous disorders and most probably 
were not in a position to attend to the filing of a claim. 

(10) Another segment—7,646—women veterans, veterans in Puerto Rico, and 
others classified as non-service-connected—are hospitalized in non-VA hospitals. 

(11) All in all 98,954 of this United States veteran hospitalized by the VA (all 
service-connected, 61,120; the non-service-connected tuberculous, 6,722; nervous 
and mental, 24,750; and the permanently and totally disabled general medical 
and surgical, 6,362) make up 81 percent of the total remaining in hospitals under 
VA authorization as of January 31, 1950. 

(12) The remaining group of this veteran, numbering 22,316, is composed of 
general medical and surgical who never filed a claim (7,760); who have claims 
for service-connected disabilities pending, on appeal or denied (4,226); who have 
pension claims for nonservice disabilities pending on appeal or denied (4,576), or 
who are hospitalized in non-VA hospitals, claim status unknown (5,754). An 
estimated 334 percent of this group would fall in the chronic classification, thus 
bringing to over 105,000 the total of patients as to whom no question should be 
raised about their being cared for by the Veterans’ Administration. 

Dr. H. D. Shapiro, senior medical consultant of the National Rehabilitation 
Commission, in examining the disease entities of the general medical and surgical 
patients classified as non-service-connected, found that 3,570 were suffering from 
infectious, parasitic, digestive, and sense organ diseases, and only 3,418 from 
acute disorders such as respiratory, appendiceal, abdominal hernial, and accidental. 

13) Study the factual records of the United States veteran and his hospitaliza- 
tion by the VA and the result will be as the American Legion originally found it, 
namely, the program laid down by Congress is being managed in behalf of the 
veterans of this country in accordance with the order of preference: the service- 
connected, those with service-connected disabilities, the emergencies, the tuber- 
cular, nervous, and mental and chronics who are unable to finance their own 
hospitalization. 

I point this out to you at this time for the reason that any claims of savings or 
economy by changing the present policy, as fixed by Congress in 1924, would be 
negligible. On the other hand, if all the non-service-connected TB’s and NP’s 
were to be turned out of the Federal hospitals, the additional cost of constructing 
hospitals and furnishing hospitalization by the respective States and communities 


would amount to huge sums. Would that be in the interest of efficiency or 
economy? 
A detailed breakdown of patients on the rolls as of January 31, 1950, is attached. 


Medical science has not determined the causative factors 

Sometimes it is believed it is too easy to shrug off the claims of the veteran who 
has not been able to provide from records, that never were in his care or keeping, 
the proof that his disabilities were service-connected. It is the veteran who, in 
this sense, may be termed the forgotten man, that the Legion meets daily in its 
rehabilitation work. 

These men were presumed to be sufficiently healthy to be accepted for military 
duty. They carry honorable discharges, as proof of such service. Though medi- 
cal science has not found an exact method of determining the causative factors 
for many of the veteran’s disabilities, the burden has been on the veteran to pro- 
vide that exact proof. In many cases he has been unable to accomplish this 
purpose. On the other side, however, the Legion knows of many cases where 
service connection was secured after long months and years of effort. 
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Patients remaining on the rolls as of Jan. 31, 1950, by eligibility, compensation and 
pension status and type of case 


Type of case 


dor whi . 

i I SY wean he: | General 
Total Tuber- eae | medical 
_— culosis pen . and 
surgical 


Eligibility, compensation and pension status 


Psychotic} Other 





Total remaining. ; y a ] | 382 | 56,3 , 844 | , 690 

VA hospitals_-.- ; 618 | 2,326) 53 7,490 | 36,470 
Service-connected | ) 38, 154 4, 436 26, 5 2,1 | 5, 006 
Non-service-connectec with service-connected dis- 
abilities !__ ; : , 020 
Non-service-connected_.......__- ‘eo Rdama 53, 086 


No claim ever filec 9, 988 
Claim for compensation of service-connected | 
disability filed, pending or under appeal : 3, 684 | 
Claim for compensation of service-connected | 
disability denied ; ({ 5, 678 | 
Pension rolls for nonservice disability 2 . 23, 948 | 
Claim for pension for nonservice disability | 
ee os a i 238 | 
Claim for pension for nonservice disability | 
filed, pending or under appeal ; | (7) 4,688 | 
Not stated or unknown... ---- ae 862 | 





Nonveterans En a 358 | 
Non-VA hospitals Reiieette ete Soak 2, 606 


Service-connected eee ,o74 
Non-service-connected with service-connected dis- | 
abilities |__ 2 572 | 
Non-service-connected.. ._.--.- ‘ l , 646 
Nonveterans. .. ‘ cacdatada * ° 14 | 





1 Including both compensable and noncompensable service connected adjudicated cases 


2 Includes (a) patients in hospital more than 6 months who are considered to have permanent and total 
disability; (0) patients previously adjudicated as having a permanent and total disability. 


COMMENT BY THE AMERICAN LEGION ON COMMITTEE Print 8S. 1140 
oF Marcu 13, 1952 


MAIN OBJECTION 


This revised bill, while offering certain concessions as to veterans, continues 
to be objectionable because it still transfers to a Department of Health (in sec. 
5 (a) (2)) the “Department of Medicine and Surgery of the Veterans’ Adminis- 
tration, all hospitals of the VA, all facilities of such Administration for outpatient 
services to veterans and all functions of the VA and the Administrator of Veterans’ 
Affairs in relation to foregoing except that there will not be transferred to the 
United Medical Administration any function relating to the establishment of 
eligibility of veterans for hospitalization or medical health care.’”’ This is the 
crux of the proposal to which the American Legion strenuously objects. 

Notwithstanding certain concessions made, section 5 continues to be a rehash 
of previous United Medical Administration policies to consolidate Federal medical 
facilities. In this bill it appears that the VA and the Public Health Service are 
to bear the brunt of the attack, i. e., their medical services are all abolished but 
the military service, it appears, is less involved in the amended 8. 1140. 

Actually, as far as the VA is concerned, the only medical services left will be 
“functions relating to the establishment of eligibility of veterans for hospitaliza- 
tion or medical care or health care.’’ That would be practically the retention of 
only the eligibility clerks to process applications for hospitalization. 

Insofar as the Defense Department is concerned, the new 8. 1140 eliminates the 
station hospitals of the Army, Navy, and Air Force and the naval general dis- 
pensaries from transfer to the proposed Department of Health. The proposed 
transfer would involve all of the general hospitals of the Armed Forces except one 
hospital designated by the respective secretaries of the three armed forces. The 
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elimination of station hospitals in the proposed consolidation of Federal hospitals 
to the proposed Department of Health may overcome some of the previous ob- 
jections, but that is for the Department of Defense to evaluate. 


SECOND OBJECTION 


The second objection from the Legion standpoint in the new committee print 
is contained in section 9, which still contains a provision for the submission of a 
plan within 1 year from date of the enactment of the act, for consolidation of the 
Public Health Service and the Veterans’ Medicine and Surgery Service into a 
“single unified professional health and medical career service.”” In other words, 
this means the death knell of the Department of Medicine and Surgery of the 
Veterans’ Administration, or any medical service whose primary function is to 
take care of sick and disabled veterans. 

Section 6 of this proposed bill is changed to read that “pending the formulation 
and enactment by Congress of a plan for the single unified professional health 
and medical career service in the Department of Health” the medical activities of 
the Public Health Service and the Veterans’ Administration “shall continue as 
such in the Department of Health, except that the Department of Medicine and 
Surgery shall hereafter be known as the Veterans’ Medicine and Surgery Service.” 

Section 7 states that ‘‘Personnel of the Public Health Service and of the Veterans’ 
Medicine and Surgery Service may be assigned to medical duties (our emphasis) 
in any other agency of the Government, with the consent of the head of such 
agency, or may be assigned to emergency medical duties in connection with dis- 
aster relief. - “i 

Here we are confronted with a proposition which will wreck the medical services 
of the Veterans’ Administration, or that part of it which is to be known, according 
to this bill, as the Veterans’ Medical and Surgery Service. 

It is well known that there are some medical men who violently object to a mili- 
tary career service and others who prefer it. And there are those who are recep- 
tive to a civilian Government service. Those who like preventive medicine and 
research can belong to the United States Public Health Service if they desire a Fed- 
eral medical career. Those who are interested in curative medicine most likely 
would make VA medicine their career. The proposed legislation, however, permits 
the assignment of doctors in the Veterans’ Medical and Surgery Service to medical 
duties in any other agency of the Government. Or they may be assigned to any 
emergency medical duties in connection with disaster relief. It is true that the 
bill provides that such assignment is to be ‘‘with the consent of the head of such 
agency.’’ That may hold true for a year, but after that, as stated in section 9, 
there will be a “single unified professional health and medical career service.”’ 
This would mean, as we see it, that the Veterans’ Medical and Surgery Service 
would pass out of existence completely, and its medical personnel in their proposed 
new career service could be shifted from purely curative civilian medicine to medi- 
cal activities connected with immigration duties, assignment to various leprosoria, 
industrial health activities, to Indian reservation hospitals, or the Federal prison 
system. This to us paints a very black picture insofar as the future of Federal 
medicine is concerned. We suspect this is practically the kiss of death. We 
wonder how many doctors of the Department of Medicine and Surgery will choose 
to remain on duty in a Government career service which makes them subject to 
call and assignment for many and varied duties for which they may not be specially 
trained, or which may be objectionable to them. And what about recruitment 
for the future? 

It is our opinion that the enactment of this bill, providing for this type of career 
Federal service, would sound the death knell of Federal medicine, especially in 
these days of golden opportunity as far as the practice of private medicine is 
concerned. 

Why should the Veterans’ Administration Department of Medicine and Sur- 
gery, the largest single Federal medical agency in peacetime, with its excellent 
medical record, be cut up for distribution and abolished, in order to accomplish 
what? Equalization of Federal medical services for various types of beneficiaries 
in various localities throughout the land? We see more definitely a lowering of 
the quality of Federal medicine, confusion and misunderstandings. 

The VA has been subject to criticism for location of hospitals in “isolated 
communities’ where medical personnel will not go. We doubt that 8S. 1140 
providing for a Federal career medical service would in any way help this situation 
insofar as the various medical activities planned in this proposed Federal medical 
service. 
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We submit that the Department of Medicine and Surgery of the Veterans’ 
Administration as now constituted is a very attractive and permanent career 
of Federal medica) service which has drawn into it some of the finest medical and 
ancillary personnel in this land. Why scrap it for an unknown? Why initiate 
the disintegration of a Federal medical service that has been built up to a high 
quality as this service has? 


VETERAN ELIGIBILITY 


Insofar as disabled veterans are concerned, the new print of 8. 1140 enlarges 
upon one phase of the proposed original 8. 1140 which had provided in section 
3 (1) that the Secretary of the proposed Department of Health shall so exercise 
his functions that ‘“‘hospitalization shall at a!! times be speedily available for all 
veterans with service connected disabilities.”’ The new committee print now 
provides, page 4, line 23, that ‘‘The Secretary shall so exercise his functions under 
this Act as to insure that hospitalization and the best obtainable medical and health 
care shal! at all times be speedily available for all veterans whom the Administrator 
of Veterans’ Affairs has determined are entitled thereto under the laws of the United 
States’’ [our emphasis]. In other words, while removing one of the big objections 
to the old S. 1140, viz., care apparently to be limited only to veterans with service 
connected disabilities, it is now proposed that best obtainable medical and health 
care shall at all times be speedily available for all veterans certified as entitled 
thereto by the VA. However, the basic law provides that care for nonservice 
connected veterans be limited to available VA hospital facilities. If there would 
not be a sufficient number of hospital beds or medical personnel to man them, 
then how could the purposes of this section be carried out? And how can we be 
sure that the ‘‘best medical and health care’’ will be available, when the tvpe of 
medical service proposed will not attract the highest type of medical man? We 
are satisfied that, in general, at most VA installations veterans are now receiving 
the best obtainable medical and health care. Are we to dilute this in an attempt 
to make sure that all proposed beneficiaries of Federal medical care get the best? 
Dilution weakens and does not strengthen. And just who are the beneficiaries 
the Department of Health proposes to care for? We believe that the core and 
very essence of the high type of medical care being practiced in most VA hospitals 
today is due to its tie-up with medical teaching institutions, organized medicine 
and the use of the deans’ committee program. Organized medicine, through the 
American Medical Association, has opposed the principles of 8. 1140. If organ- 
ized medicine will refuse to lend its support to the proposed Department of 
Health, what will happen to the Federal hospitals? Are we to go back to the 
relatively inferior type of veterans, care that existed in many localities prior to 
1945? 


QUALIFICATIONS OF SECRETARY OF HEALTH, UNDER SECRETARY OF HEALTH, AND 
ASSISTANT SECRETARY OF HEALTH 


Finally, we note that the new committee print S. 1140 attempts to overcome 
the objection of those interested in the best medical care, and who have insisted 
that the proposed Secretary of Health and his assistants be medical men because 
the problem involved is a medical one. The new section 2 (a) still provides for a 
Secretary of Health who is not specified as a medical man, but does provide for 
the Under Secretary of Health “learned in the medical arts * * *’’; and three 
Assistant Secretaries “learned in the medical arts.’”” This does not necessarily 
mean that they will be physicians. Who will they be? Will they be doctors of 
medicine and surgery who will attract and merit the confidence of the highest 
and best in modern medicine? 


POLICY PLANNING 


The chairman of the subcommittee has requested our comment on section 3 (a) 
of the new print, captioned “Policy planning.’’ The covering letter received by 
the American Legion under date of March 13, 1952 refers to a Federal Hospital 
Board as being proposed in this section. As we read it, it is policy planning board 
evidently set up in lieu of the advisory board previously proposed in section 4 (a) 
of the original 8. 1140. Its functions are not sufficiently spelled out to compare 
them with those set forth in a revitalized Federal Board of Hospitalization advo- 
cated by the American Legion and proposed in H. R. 1081. Policy planning is 
essential to any administrative agency. Here we see that four civilians, “learned 
in the medical arts,”’ are to dominate, and the Department of Defense, Veterans’ 
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Administration, and Public Health Service are to be represented by their respec- 
tive heads, or their designees, on an ex officio basis. There is no spelling out of 
what the policy is to be. Is restriction of Federal medical service to be one 
purpose? Or is it to be enlarged for purposes not yet disclosed? Is the slogan 
‘veterans cost too much” to be the watchword? Just what is this proposed 
Department of Health going to do to maintain Federal medical and hospital 
services on the highest plane, and just who are the beneficiaries to be? If a 
Federal medical career service for other than veterans is contemplated it would 
appear to us that that can be instituted or expanded from within the framework 
of the present United States Public Health Service, an agency which is now han- 
dling, as the committee knows, the functions of the Federal Government prin- 
cipally in research and preventive medicine. 


CONCLUSION 


We conclude these comments as we started. The crux of the proposal con- 
tained in the original 8S. 1140 or in the new print is that the Department of Medi- 
cine and Surgery of the Veterans’ Administration is to be transferred to a new 
and untried Department of Health. To remove this vital division from the VA 
will be to divest it of its most important function, and will abolish the 30-year- 
old principle of the Federal Government that there shall be a single independent 
agency administering the Federal laws pertaining to veterans and veterans’ 
affairs. 

Improvements and economies sought by the proponents of 8. 1140 can be 
best accomplished by continuing the high type of medicine now practiced in the 
VA, in the United States Public Health Service, and the Department of Defense, 
in the three fields of curative medicine, preventive medicine, and military medi- 
eine, with the establishment of a Federal Board of Hospitalization with powers 
to coordinate these functions in the interest of all those to be served as authorized 
by Congress, in the interest of the American veteran, and in the interest of the 
American taxpayer. 

The United States Government has had the experience of having its disabled 
veterans examined and hospitalized by one Federal agency and their claims 
processed and adjudicated by another. Such a set-up has been tried, tested, 
and found wanting. A unified, independent Federal agency administering vet- 
erans’ affairs, its operations centering on the American veteran, has for over 30 
years proved to be the proper and effective arrangement. 

E. V. Curr, 
Chairman, National Rehabilitation Commission. 
H. D. Sapiro, M. D., 
Senior Medical Consultant, National Rehabilitation Commission. 


T. O. KRaAABEL, 
Director, National Rehabilitation Commission. 


Mr. Curr. Now, I think in discussing a matter of legislation such 
as Senate 1140, probably the logical way to present the position of the 
American Legion is to state to you that the statements I am going to 
make to you this morning are based upon our experience over 30 years, 
and not upon any theory that we may have. 

In other words, as Mr. Taylor has outlined to you, there wasn’t 
any such thing as a Veterans’ Administration prior to World War I. 
Because of the act of Congress declaring war in World War I, you 
threw into conflict 4,800,000 men and women, whose job it was to 
fight that war. And as a result of that war, you had these casualties, 
which he has designated. And out of that war, may I say to you 
also, came the American Legion, a service organization which ded- 
icated itself primarily to the care of their disabled brethren. And as 
a result of that dedication, shortly after its organization, there was 
appointed a committee to investigate the conditions existing in this 
country following World War I. 

The chairman of that committee, in reporting to the national 
convention of the American Legion, probably stated the creed of our 
organization as far as it has to do with our disabled comrades. I am 
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going to read an excerpt from his report. It is in my statement, but 
I want to get it to this subcommittee now, as 1 begin my statement. 
I quote: 

Your committee would feel that it failed in its duty if it neglected to remind 
the members of the Legion generally that the problems connected with the care 
of our disabled comrades have not yet been solved. Thirty thousand of them 
are today in hospitals, a greater number than at any time since the Armistice. 
Acute diseases and minor injuries have been successfully dealt with, but of those 
in hospitals today, a large majority are suffering from serious disorders which 
may result in their death or in life-time invalidism. While others may tire of 
the burden, imposed by the care of these men, and popular interest grow eold, 
the American Legion must never permit its interest to diminish or its energies 
in their behalf to flag until to the last one has been brought all the resources that 
modern science can provide for the cure or amelioration of the diseases fro: n W hich 
they suffer. However, the Legion might succeed in other activities, it will fail if 
we do not continue to discharge our obligation to these comrades. 


That, ladies and gentlemen of the subcommittee, has been the creed 
of our organization from the beginning. It is the creed which we 
support today. And that is one of the reasons why we are appearing 
here this morning in opposition to this Senate 1140. 

Now, Mr. Taylor has spoken to you about the different agencies 
that were in existence at the close of World War I, which were admin- 
istering the different ies of the discharged veteran. 

He pointed out to you that it was a state of confusion. Men were 
confined in penal institutions instead of in hospitals. Panhandlers 
were on the street. There was no direction of any kind, anywhere, 
that could offer to these men the information or the care which they 
desired. 

As a result, and as a result of the demand of the American Legion, 
President Harding appointed what Mr. Taylor has referred to as the 
Dawes commission, in 1921. 

[ want to read an excerpt from the findings of that Commission. 
I quote: 

Three distinct and separate governmental agencies without a com mon authority 
were created for and are now engaged in executing the ae for the relief of the 
disabled, namely, the Bureau of War Risk Insurance, the Rehabilitation Division 
of the Federal Board for Vocational Education and the Unite ol States Public Health 
Service. The result is that the ex-service person finds it extremely difficult to 
obtain the prompt, generous and sympathetic treatment which the Congress 
and the country intended he should receive. 

Now, if the subcommittee please, I would like to call to your atten- 
tion that in 1918 and 1919 and 1920 and 1921, you had a service per- 
sonnel at its maxiraum in World War I of 4,800,000 persons. Because 
of the fact that there was a division of authority in three, four, five, 
and, as sometimes reported, eight Bureaus, the result was a state of 
confusion. The housing of veterans in penal institutions, at that time, 
caused a national scandal and caused the President of the United 
States to appoint a commission to see what should be done about it. 
As a result of the appointment of that commission, the Veterans’ 
Bureau was set up, wherein all of the activities of veterans except the 
Pension Bureau and the Soldiers’ Home were consolidated. 

In 1930, at President Hoover’s request, the Pension Bureau and 
the National Soldiers’ Homes were added, and there was created the 
Veterans’ Administration. That made one agency, responsible to the 
President, responsible to the Congress, responsible to the veteran, for 
carrying out the direction of this activity. That was the situation 
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when World War II closed, except that in the meantime, we had 
added possibly 80,000 hospital beds. 

And let me remind you that at the close of World War I, there was 
available to the discharged veteran, in spite of the fact that on 
Armistice Day, 1918, there were 334,000 men in hospital beds in 
Europe and in this country, only 7,200 beds in the Public Health 
Service, finally increased to about 12,000, with the addition of some 
other beds. 

I am going to review that subject just a little bit later, but I want 
to call to the attention of this committee that following World War IT, 
under one agency, you returned to civil life 15 million veterans—not 
4,800,000—without any difficulty, without any panhandling, without 
any veterans going into penal institutions. And you returned them 
back to civil life and their vocation with a minimum amount of 
friction. 

The contrast between the division of authority in 1919 and the 
direct authority in 1945 ought to call to the attention of this subcom- 
mittee the very fallacy of this division as provided in S. 1140. That 
is the experience, gentlemen. That is not a theory. Those are the 
facts which are before you in the record. 

Now, I am afraid that even the public and even the Congress 
sometimes do not appreciate what happened. But let me remind 
this subcommittee that it was a returned army with no place to go that 
brought Mussolini into power in Italy. It was a returned army 
with no place to go that made Hitler the power in Germany. And it 
was a returned army with no place to go that brought the present 
regime in Moscow. 

This is a serious problem. It isn’t one that you want to divide. 
It isn’t one that you want to distribute. It is one that must be met 
directly, and not by a division of authority. 

Now, getting back to the hospital situation, I called to your atten- 
tion a minute ago that there were some 7,200 beds available for 
334,000 men in hospital beds on the day the armistice was signed in 
1918. Every method was tried. They tried contracts with private 
hospitals, which were not satisfactory. Hospitals mushroomed, and 
we found that many hospitals were more interested in getting the 
Government dollar than they were in taking care of the veteran. 

Conse quently, the only result that could come about was that the 
Veterans’ Bureau had to construct their own hospitals throughout 
this land in order that there might be a uniform service, in order 
that the veteran might receive the kind of medical care to which a 
grateful people and a grateful Government felt he was entitled. 

Now, the American Legion has been one of the greatest critics of 
the Veterans’ Administration. We criticize them daily. We go 
over to the central office, to the regional offices, and try to correct 
unfortunate situations that come up. We hope that our criticism 
is constructive, not destructive. And so, all through the years, 
from the setting up of the Veterans’ Bureau to the consolidation into 
the Veterans’ Administration, up to World War II, we had criticized 
the medical service of the Veterans’ Administration. We described 
it as bureaucratic. We described it as not being efficient. And I am 
wondering, I want to say to the members of this subcommittee, 
whether we weren’t dealing with some of these career gentlemen 
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which, it is provided under S. 1140, are going to be created in this 
De .partment of Health which is being prov ided for under this bill. 

The situation got so bad that the American Legion National Con- 
vention in Milwaukee in 1941 passed a resolution. The resolution 
is attached to my statement. It criticizes the medical service of the 
Veterans’ Administration. We demanded that there would either 
be an overhauling or that there would be a congressional investiga- 
tion. Before any step could be taken, on Dec ember 7, 1941, we were 
in World War II. I think every member of this subcommittee re- 
members the criticism that came out in the press, came out in the 
magazines all over this land, criticizing the medical service of the 
Veterans’ Administration. 

So, at the conclusion of World War II, the American Legion made 
up its mind that there was something that we ought to do about 
that situation. I am happy to say to you this morning that we, out 
in the Department of Minnesota and the State of Minnesota, had a 
very active part in the formulation of the new program. I personally 
contacted General Hines before he went out of office. 1 told him 
that we had some excellent medicine in the State of Minnesota, at 
the university, the Mayo Clinic, the Mayo Foundation; that we were 
not getting the skill of these medical men in the care of our disabled. 

I came down here to Washington. I talked to the general here, 
just after he had received word that he was to be replaced by General 
Bradley. 

Our director, T. O. Kraabel, suggested that we send Dr. Rowntree, 
who has filed a statement in this hearing; and I would like to identify 
him. He is a former professor at the University of Minnesota; the 
former head of internal medicine at the Mayo Clinic; and was the 
head of the Selective Service Medical Division here in Washington 
all during World War II, an outstanding medical man. We asked 
him to come out to Minneapolis and St. Paul and confer with us 
about bringing into the VA the medical talent of the University of 
Minnesota and the Mayo Clinic. We talked to him out there, and he 
came back to Washington, and between that recommendation and 
the assistance of Dr. Hawley and Dr. Magnuson, there was created 
the Deans committee service, which is now in existence in the Veterans’ 
Administration. 

We found, lady and gentlemen of the subcommittee, that in order to 
put efficient medicine into the Veterans’ Administration we had to 
tie it into institutions of learning and tie it into a certain extent with 
private medicine. In order to put the drive and the research and all 
the elements of research that we thought these men were entitled to 
have, we found that was the solution. 

As a result, there has been erected in the Veterans’ Administration, 
the finest system of hospitalization, public hospitalization, that has 
ever existed anywhere in the world. Even the Hoover Commission 
admitted that. The Citizens Committee doesn’t deny it. 

Now, where and how are they going to improve upon that service 
by establishing a career service under this bill to establish a so-called 
Department of Health? 

I want to remind you that when we prevailed upon these medical 
institutions to enter into this agreement—and there is no written 
contract, members of this subcommittee, to take part in the operation 
of these veterans hospitals, by putting residents in there and sending 
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experts out there to instruct these men as part of this program; that 
was done on the basis that they were taking care of veterans, and 
nobody else. And any attempt to distort that promise by creating 

a Department of Health and expecting that these men are going to go 
deoe on a structure which General Taylor has said certainly lays the 
foundation for socialized medicine, is not warranted in any way. 
They are not obligated to go. They never promised to go. They 
promised as a patriotic duty to take part in setting up this Deans 
committee operation in the various medical institutions, where, as a 
result, they have been constructing the new hospitals. 

Now, as I understand it, the Deans committee, those on the com- 
mittee, are serving without any additional compensation. 

I am not talking about the residents. I am not talking about the 
consultants. But do you have any idea that they are going to serve 
without any compensation for a Department of Health? What would 
be the inducement? Where is the saving going to come in? Where is 
the expense of cutting down this medical service? Because if you are 
going to do business on that basis, then they, too, are entitled to com- 
pensation, just as well as your career doctor. 

Now, I want to point out one other thing with reference to the 
veterans hospital, and that is that as a result of this deans committee 
operation, we have not only got better medicine into the VA hospital, 
but we are also training doctors in that program to go out into civil 
life who are going to be better qualified as a result of that training. 

There is one feature which I would like to call to your attention, 
that surrounds a veterans’ hospital, that can’t possibly bring them into 
the Department of Health. ‘That is the volunteer services. That is 
the men and women of the Legion and its auxiliary, the other veterans 
groups and their auxiliaries, that make daily visits to these hospitals 
and do the kind and human thing for these patients because they are 
veterans. 

Up in our State, we have a gentleman who promotes a pheasant 
hunt every fall so that they may have a pheasant dinner in the veterans’ 
hospital. Do you think he would be interested in promoting a pheas- 
ant hunt for the general occupants of a Department of Health? 

I never heard of anybody promoting anything like that for a city and 
county hospital. But because it is the veterans’ hospital, these services 
are rendered. ‘They can’t be followed into the Department of Health. 
You are going to take out of this medical set-up the most human thing 
that is part of it, if you attempt to pass this bill and take the hospital! 
program away from the Veterans’ Administration 

These things are conducive to the cure of the patient, just as well 
as the medicine, because they make things nicer for them. They 
have what they call gift shope, in which these disabled veterans at 
holiday time can go and pick out, free to them, any gift that they 
want to send home to their fs amily, so that they are not worried about 
the question of holidays. Is that going to go into the Department 
of Health? 

Let me say to you further that as far as the American Legion 
activity is concerned, constantly, since the beginning of the Veterans’ 
Administration, we have made visits to all these facilities in which 
we have “inspected,”’ as it were, every activity contained in the 
Veterans’ Administration, so that at our office here in Washington 
we can tell you what the situation is in every Veterans’ Administra- 
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tion facility in the country, what the personnel, the physical structure, 
the equipment, the food are. All of those are kept on our record, 
and constantly we go over to the Veterans’ Administration and 
complain if there is any inequality or inefficiency. 

We have been complimented, may | say to you, by the American 
Medical Association, by the American Hospital Association, and by 
the College of Physici ‘ans and Surgeons, which have praised this 
activity as helping the standard of medicine within these hospits als. 
Are we going to be free to go into this Department of Health? Are 
we going to operate if we find a patient of one nature, who is not a 
veteran? And let me remind the subcommittee that this activity is 
limited to veterans and VA hospitals. 

Now, they are asking for consolidation with the Public Health 
Service. They are asking for consolidation with the Army and 
Navy. But they don’t define in this bill who are supposed to be the 
beneficiaries of this proposed consolidation. 

The VA hospitals are limited to veterans. We have never taken 
care of any dependents, to my knowledge. We have never taken care 
of anybody but the veteran. Now, is his hospitalization going to be 
jeopardized by the me re ‘hant seamen, who are taken care of under the 
Public Health Service? Is it going to be jeopardized by the fact that 
the Army and Navy sometimes take care of the dependents of men and 
women in the service?) Where are you going to end? What is the 
definition? There isn’t any in this bill that I can find. You are 
simply giving someone a blank check, in which you are going to set 
up a Department of Health, which you don’t know where it is going to 
end as far as beneficiaries are concerned. 

[ want to say to you that under the Veterans’ Administration, 
Congress has defined that there shall be hospitalization granted only 
to the service-connected, to those who believe they have got service 
connection, who go in for examination, and for those who cannot 
reasonably afford to pay for their hospitalization. There isn’t any 
dispute about that. There may be some violation, as there is of every 
other law. I have never known of any other legislation to be passed 
where in spite of the good faith of the people who have passed it, 
somebody isn’t going to come in and attempt to chisel on it before it is 
through. I suppose there has been some of that in this. We resent it. 
We resent it, however—I want to state to the members of the subcom- 
mittee—not because it happens to deprive some doctor of a pay pa- 
tient. We resent it because that bed is being occupied by someone 
who could pay, where it should be occupied by a man who can’t afford 
to pay his bill. We believe that is un-American. We believe where 
a man is down and out if we can put that man back on the street in 
health, as a wage earner, head of a family, we have contributed some- 
thing to the stabilization of this economy and have made him a good 
American; whereas, if you did not do that, he certainly would be a foul 
seed for any activity against his Government that might arise 

And so we have advocated that policy. 

Senator Scnorpret. Mr. Cliff, I would like to ask you, because of 
your great knowledge from working with the rehabilitation service 
and various phases of this thing: What would be, in your judgment, 
the impact upon the consolidation and filing of the case histories of 
all of these veterans if this change were effected? Or will there be a 
witness here to cover that phase of it? 

96891—52——10 
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Mr. Curr. I will answer that question this way, Senator. It 
looks to me as though it would result in a duplication of records in a 
good many instances. They would have to be shifting records back 
and forth. And I want to call your attention directly to one provision 
of this bill. And I refer to the section in which it says that the best 
medical and health care shall at all times be speedily available for all 
veterans whom the Administrator of Veterans’ Affairs has determined 
are entitled thereto under the law. 

Now I want to call your attention to the fact, which is common 
knowledge to everybody, that the official who finally admits a man is 
the receiving doctor. The only thing the Veterans’ Administration 
could certify to is that the man had an honorable discharge certificate 
and that he had applied to the Administrator either for compensation 
or hospitalization. And if the hospital wouldn’t admit it, there 
isn’t anything that the Administrator of Veterans’ Affairs could do 
about it if this transfer was made. It would be entirely in the hands 
of the Department of Health. They would determine whether or not, 
finally, the man was entitled to hospitalization. 

Under your present set-up, in the Veterans’ Administration, where 
we find that the medical end of the Veterans’ Administration is not 
doing their job properly, we have a right to appeal to the Administra- 
tor, ‘who immediately asks them to go over their process and see 
whether that is correct. 

Now, under this consolidation, there isn’t a thing that the Admin- 
istrator could do about it. It would have to come back to this 
Secretary of the Department of Health, who, as far as I know, and 
under the provisions of this bill, doesn’t even have to be a doctor. 

They are creating a gigantic medical set-up, in which the qualifica- 
tion for the man who has to head it up is not set forth. And I can’t 
find that anybody else has to be a doctor. All they ask is that they be 
“learned in the medical arts.’”” Now, what does that mean? Does 
that mean that he has to be doctor of medicine? Does that mean 
that he has to be a doctor of psychiatry? Or does that mean that he 
can be a chiropractor, or an osteopath? There is nothing in this bill 
that says the kind of people you have to have in this Department 
of Health. Many people could claim to be learned who don’t have 
doctor’s degrees and who have never been admitted under the laws 
of any State to practice their profession. 

So that I say to you, Senator, that when this is transferred you are 
creating a division of authority that can’t be overcome. 

Let me point out to you that over the country now you have in 
many instances the regional offices of the Administration connected 
with the veterans hospitals. Sometimes they are in the same building. 
If this transfer is made, you are going to have the people over in the 
regional office under the Administrator of Veterans’ Affairs and the 
people in the hospital under this Department of Health. And I know 
that you Members of Congress are going to find if this is ever carried 
forward—because I know people come to you—that you are going to 
be troubled by a great many things. Do you want to be troubled by 
first going to the Veterans’ Administration, then to the Department of 
Health, then to a Department of Insurance, and then over here to the 
Interior Department? Or do you want to call up one agency and find 
out what the answer is, whereupon it is their responsibility to answer 
that question? 
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Senator UnpeRwoop. May I ask a question right there? 

Senator O’Conor. Senator Underwood. 

Senator UNpERWoOop. Just on that point, you do not believe that 
this proposed change would make any saving, then, any real saving 
of any kind in money, if the services of the Veterans’ Administration 
or the services of the Government to the veterans are continued? 

Mr. Curr. No, sir; we do not, Senator. In fact, we think it is 
going to be more expensive. 

Senator UNperwoop. It seems to me that you brought that out 
so clearly that it is good to get that feature in the record. 

Mr. Cuirr. The point I wanted to make, in addition to what I 
have stated, is that when you have a centralized authority under one 
agency, you do not only centralize authority—you centralize re- 
sponsibility, which is a very important factor. Because if these things 
are*divided into different divisions, then you have a division of 
authority, and you have a division of responsibility. Then where 
are you going to come out, and whom are you going to pin the mistake 
on? You haven’t a centralized authority. You haven’t a centralized 
responsibility. 

But you must have, if you are going to pin the responsibility for 
the entire care of the veteran upon one agency; because if you are 
going to divide it, just as Mr. Taylor has described to you, you are 
going right back to where we were in 1920, when we had nothing but 
a state of confusion. 

Senator UNperwoop. And it would cost the taxpayers more too, 
to do it the other way? 

Mr. Curr. Well, Senator, I would say I don’t see how it can help 
but cost more for this reason: I don’t find anything in this bill—in 
fact, the bill liberalizes what we suggested and what is now the law. 
At the bottom of page 4 in this bill it is stated: 

* * * 


to insure that hospitalization, and the best obtainable medical and 
health care, shall at all times be speedily available for all veterans— 


all veterans— 


whom the Administrator of Veterans’ Affairs has determined are entitled thereto 
under the laws * * * 

Now, we are only asking for the service-connected and those who 
believe that they have service- connec ted, and those who cannot af- 
ford to pay. But, this bill says “all veterans.” And I say to you, 
if you are going to add that care, then your hospitalization program 
has got to expand, because you cannot take care of that provision of 
the bill without expanding your hospitals. 

I want to point out that as a result of bringing in the Deans com- 
mittee and the medical program of the VA, we have cut down the 
length of stay on general medical or short- term cases about a third, 
in some instances a half, which means the elimination of the necessity 
of as many beds as you would have had to have if that efficiency 
was not injected into the medical service. 

Now, as I pointed out to you a minute ago, you have no assurance 
that the Deans committee—because there is no written contract, and 
there is no way that you can force them—will go along on this Depart- 
ment of Health. “They have not stated—I have heard of no 
statement—that they would go along. Likewise, | haven’t heard 
any statement either that they wouldn’t; but I am just assuming, in 
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view of the fact that they came into this thing solely for the care of 
veterans, that they would not go along, because of the antagonism 
which they have toward any further extension of that, or anything 
verging toward or going into socialized medicine. 

Senator SCHOEPPEL. ‘Unfortunately, gentlemen, I have another 
assignment with another committee, an obligation I assumed yesterday 
that I have to fulfill. I assure you that I will read the record, and I 
regret having to leave at this time. 

Mr. Curr. Going on, if 1 may, with the statement: 

One of the chief attacks made on the Veterans’ Administration by 
the proponents of this S. 1140 is as to the care of the non-service- 
connected veteran, so called. I say “‘so called’’ advisedly, because in 
my experience over the 30 years that I have been interested in rehabili- 
tation as an individual, not, as General Taylor says, as an employee of 
any organization or any governmental subdivision, I have been 
unable to satisfy myself that I really know who the non-service- 
connected veteran 1s. 

And in my opinion, when anybody makes a statement that a man 
is non-service-connected, he should be so qualified that he knows every 

causative factor and the origin of every disease and injury known to 
man. I have never met that kind of an individual. The medical 
profession does its best to try to evaluate. 

But let me point out to you an instance. If it should be discovered 
that a man in uniform has a cancerous condition, he is service-con- 
nected. If he is not in uniform, he is registered as non-service-con- 
nected. Why? Because the medical profession does not know the 
origin of cancer. 

I say with reference to your neuropsychiatric cases the very indefi- 
niteness of the origin of mental diseases makes it almost impossible 
to determine with certainty whether that originated out of his service 
or whether it originated otherwise. And I say to you this term ‘‘non- 
service-connected” has been used too loosely by too many people. 

The amusing thing about it is this: I have been on a committee 
that has met with the American Medical Association on several occa- 
sions. I have been with a committee that has met with the American 
Hospital Association on one occasion. And I believe at the first meet- 
ing in Indianapolis, about 1931 and 1932, the first question we asked 
them was, do you know what we have in VA hospitals? 

They said, “No, we don’t know what you have.” 

Well, we advised them that two-thirds of the hospital load of the 
Veterans’ Administration consisted of TB and mental cases. The Vy 
were very frank to say to us that they were in no way interested as far 
as the treatment of the TB case and the mental case was concerned. 
They said, “That is a public charge. They have to be taken care of 
either with the county, city, State, or the Federal Government. So 
we have no interest as far as the TB and the mental cases are con- 
cerned.” 

But let me remind this committee that 50 percent of the hospitalized 
veterans in the TB hospitals and in the neuropsychiatric hospitals are 
non-service-connected, so called, veterans. And yet they tell you on 
paper and in the press, that they are opposed to the care of the non- 
service-connected veteran. They are not opposed to the care of the 
non-service-connected veteran if he is a mental case, and they are not 
opposed to the care of the non-service-connected veteran if he has TB. 
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At a recent meeting we had with the AMA they raised the question 
that there were some vacant beds in some of the local sanitariums. We 
had some experience with that up in Minnesota. We have a very fine 
hospital, known as Glen Lake Sanitarium, right outside of the city of 
Minneapolis. These people had vacant beds. They came to us to find 
out whether or not we couldn’t utilize those beds. And I was in favor 
of utilizing them. But they told us that we had to staff them. And 
when we came to the question of staffing, and the management of 
the sanitarium discovered the difference in the rate of pay for Govern- 
ment doctors and Government nurses as compared with the rate of 
pay by the private sanitarium, they didn’t want to have anything to 
do with us. 

And I want to say to you that we are finding more and more, with 
the shortage of hospital beds in this country today, that local hospitals 
are absolutely refusing to take veterans, because of the fact that they 
think they are eligible for hospitalization in veterans’ hospitals. 

Now, I want to remind the subcommittee, therefore, that when the 
question of non-service-connected cases comes up, they are not speak- 
ing the accurate truth when they tell you that they are opposed to the 
care of all service-connected. Certainly they are not opposed to the 
care of the TB and the neuropsychiatric, because there are cases of 
long duration and cases which long ago ran out of money to take care 
of themselves. Then why should there be any objection to the present 
state of the law, that we are only supposed to take care of those who 
cannot afford to pay within the limit of the facilities of the Veterans’ 
Administration? 

Now, maybe there has been some violation, as I stated a minute 
ago. Weare sorry if there has been. We hope that it can be stopped if 
there has been. But, gentlemen, you are not going to cure that situa- 
tion by transferring the VA De »partment of Medicine and Surgery over 
to a Department of Health. 

And I say to you, Senators, who are asking about costs, that the 
only possible way that you could cut down the cost of the administra- 
tion of the Veterans’ Administration hospital is by cutting down the 
beneficiaries. That is the only possible way it can be done. And I 
don’t believe the Congress or the people of the United States want 
these men deprived of the hospitalization which they prepaid for by 
their service, rather than not having paid for afterward. 

I want to state to the subcommittee that if those men are turned back 
on the State and the community, I don’t know how it is in the various 
States of the members of this committee, but I want to state to you 
that up in the State of Minnesota if the non-service-connected TB 
and neuropsychiatric were turned out of the Government hospital, 
the State of Minnesota would have to build now a 550-bed neuro- 
psychiatric hospital. That would come out of the taxpayer, just the 
same as if it were done on Federal construction. 

Now, I have been handed, since I came to Washington, speaking 
again to the expense, the criticism of the Hoover Commission with 
reference to the question of hospitalization. I want to call to the 
subcommittee’s attention the fact that when you attempt to make a 
comparison between the construction of a Government hospital and 
the construction of a private hospital, you must remember that the 
Government hospital provides a great many more facilities than does 
the private hospital. In other words, in a neuropsychiatric hospital 





144 ESTABLISH A DEPARTMENT OF HEALTH 


you have to have an aduitorium; you have to have a gymnasium, 
and you have to have facilities for various types of therapy, and so on 
and so forth, which are not in any way connected with the private 
hospital. So that when you make a comparison as to cost per bed, 
you are not making a fair comparison. If, however, you will make a 
comparison as to the cost per cubic foot, you will find that the cost of 
construction in Government hospitals compares very favorably with 
the construction in private hospitals. It is likewise with the care. 

I notice that they point out that the care of a veteran in a Govern- 
ment facility is of longer duration than it is in the private hospital. 
Well, let me remind you that in the ordinary private hospital a man goes 
home to his own bed as soon as he can get out. But in the case of a 
veterans’ hospital, many of these veterans have traveled miles to get 
to that hospital in order that they can receive care. And the hospital 
can’t possibly discharge them without a maximum benefit, for the 
simple reason that if they do, then he is going back to his home with- 
out the hospital care or the attendance of the physician who has taken 
care of him. 

And I want to suggest to this subcommittee that if you really want 
to get a true comparison, I suggest that you authorize or let some 
private hospital know that there are some patients in there that the 
Government is going to pay for, and see how fast they turn them out, 
as compared with what they are now turning out. 

Senator UNnperRwoop. My question is, Do you not have the 
arrangements, however, or do you not have the authority, if proper 
arrangements can be made, to obtain space in Public Health hospitals 
or even in Army hospitals? And in some cases, private hospitals? 
And, on the other oon: are not the facilities usable for military per- 
sonnel if it is necessary in an emergency? Can you not make those 
arrangements under the present law, in emergency cases? 

Mr. Curr. As I understand it, Senator, the VA can make arrange- 
ments with the Army and the Navy. 

Senator UNpErRwoop. That is what I understood. 

Mr. Curr. But I think you are probably touching, although you 
haven’t said directly, upon the overlapping of hospitalization. And I 

want to say to you that we are just as anxious to prevent that over- 
lapping as anyone else. 

And for that reason, we are asking for the reactivation of the Board 
of Hospitalization, a board consisting of certain civilian members, 
members of the Army and the Navy, the Marine Corps, the Public 
Health Service, and the private medical societies, to determine where 
the locations of these hospitals should be; furthermore, to prevent this 
overlapping, and if necessary to have the authority to do the thing 
which you have just asked about. That is, if there is a need for hospi- 
tal beds and they are available in any of the other facilities, that can be 
done. But our contention is, Senator, that you don’t have to set up 
a whole new bureau to do that. 

Senator UnpERWoop. That is right. And if you did that, would 
you not further complicate the problem by having competition all the 
time over preferences for entry? 

In other words, might not the Administration give preference first 
to active personnel in the armed services, over veterans, the same way 
that a service-connected veteran now has preferential advantage over 
one who could not establish service connection? 
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Mr. Curr. That is right, sir. 

Senator UnpErwoop. Is there not another big factor involved there, 
in the morale of the patients, both in the Army hospitals and in the 
Veterans’ hospitals? Has not the Army gone to a good deal of effort 
in many cases to bring back the boys who have been wounded to the 
hospitals at the camps where they have served in training? 

Mr. Curr. Yes, sir; I think that is true. 

Senator UnpERwoop. The paratroopers brought back from Korea, 
say, would be taken back to the place where they received their train- 
ing, to be placed in Army hospitals there. 

Mr. Curr. Well, that is more true, I would say, even of the Vet- 
erans’ Administration hospital. I don’t know whether you were 
here, Senator, when I discussed these special or volunteer services 
that are available in the Veterans’ hospitals. 

Senator UNpERWoop. I heard your references to that. 

Mr. Currr. Such as the Auxiliary, stars of radio, television, motion 
pictures. They will go to a hospital because it is a Veterans’ hospital. 
And I doubt very much whether they would ever put themselves out 
to go to a Department of Health hospital, because of the diversity of 
the patients contained in that hospital, seme of whom they would not 
be particularly interested in. You are going to break that morale 
which now surrounds, without any doubt, both the Army and the 
Navy and the Veterans’ Administration hospitals, if this is taken over 
into a Department of Health. 

Somebody has said, a reputed member of the Hoover Commission, 
that they all look alike in pajamas. We object to that sort of thing. 
We object to that attempt to generalize. We object to the fact 
that these men are attempting to throw that in. 

And I want to say to this subcommittee this morning that from 
the bottom of our heart we object to the attempt of any citizen in 
this country to measure either the patriotism or the suffering of these 
men by any dollar yardstick, as attempted to be done by the transfer 
into this Department of Health. 

Senator UnpERwoop. I am certainly not trying to do that in the 
questions that I have asked. But I do think it is a good thing to 
bring out the fact, for the sake of the record, that no real saving will 
be accomplished. Because that is the excuse that is given for these 
proposals. 

Senator O’Conor. Senator Dworshak? 

Senator DworsHak. Along that same line, I recall that recently 
Oscar Ewing of the Federal Security Administration made the recom- 
mendation that all citizens above a certain age should be provided 
free hospitalization. 

In view of the fact that our public officials in charge of the national 
health programs are thinking along that line, is it not possible that 
the adoption of such proposals at some future time would create chaos, 
because it would then make it difficult for veterans to receive the 
hospitalization to which they are entitled? 

Mr. Curr. That is correct, Senator, and that is one of the main 
reasons why we are objecting to this legislation. Here you have a 
definite responsibility. The “hospital was built to take care of it. 
These Deans committees have volunteered their services. Everything 
has been centered around the veteran. And the minute that you 
transfer the Veterans’ Administration hospital system over into a 
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Department of Health, you have destroyed all of that centralized 
responsibility, and the opportunity for a veteran to go to his hospital. 

May I say to all of you: I have visited a good many hospitals; I 
have visited a good many State institutions, w here veterans have been 
housed because there were not hospital beds in the Veterans’ Adminis- 
tration hospital. And I want to say that it is pathetic, even in the 
mental hospitals, to have these patients come up to you and ask you 
why that is and when can they be transferred to “their hsopital,” 
as they refer to it. And, may I say to you, there is morale there also 
on the part of the family. ‘They don’t feel that there is the same 
stigma with reference to a mental case where the boy can be placed 
in a veterans’ hospital, where the question of the origin of his mental 
disability may be attributed to his service, as they do where those men 
are sent to public institutions and mingle with every kind of a mental 
case, whether it is from the scum of the large cities or any other vicinity 
where criminals are brought into the public hospitals of the State or 
the county. 

Senator O’Conor. We are approaching the hour of 12. The 
Japanese Peace Treaty is on the Senate Calendar. 1 wonder whether, 
with Dr. Overholser and Dr. Shapiro here, vou would be prepared to 
have them advance their views at this time. 

Mr. Curr. I didn’t watch the time. I am sorry, Mr. Chairman. 

Senator O’Conor. That is all right. Your testimony has been 
very interesting and very helpful. 

Mr. Curr. I want to say to the subcommittee that, this being a med- 
ical question, I think you should hear from the doctors. I am talking as 
a layman. I want to thank you very, very kindly for the attention 
which you have given me. 

Senator O’Conor. We are obliged to you. 

Senator Smirx. May I ask either Mr. Taylor or Mr. Cliff, either 
one of the genelemen: 

I gather that you and your people are fearful that the Veterans’ 
Administration facilities and services would be curtailed and would 
become less effective under this proposal, S. 1140. Would you have 
the same objection to a Department of Health if the only change 
would be at the top level? In other words, is this not more of an 
attempt to bring about a similar efficiency in other branches of the 
Government to what the Veterans’ Administration has? And would 
it not help bring about an elimination of the overlapping and the 
duplication at the top level, without affecting the hospitalization? 

I ask that for information rather than an observation, because it 
seems to me that as I see it, we feel that you have a pretty efficient 
program, a pretty good record. 

Now, could we not get that into the other services if we had at the 
top level a department or an office? 

Mr. Curr. Well, Senator, I have not stated, which I am now going 
to state to you, because you have called it to my attention by your 
question, that the main objection there is that you are combining 
curative medicine under the VA with preventive medicine under the 
Public Health system, with military medicine under the Army and 
Navy. And they don’t combine. 

We have suggested, as a solution to the question you have asked, 
this Board of Hospitalization, to prevent the overlapping of hospitals. 
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But as far as the services are concerned, they are different. Because 
one is curative, one is preventive, and the other is military. And we 
do not believe that they will jell, without bringing down the standard 
that we now have in the VA medicine. 

Senator Smiru. None of us want to bring down the standard, and 
you may remember that we had this question a good many times in 
the committee when I was in the House, as a member of the House 
Naval Affairs Committee and the House Armed Services Committee. 
We went into this rather thoroughly. 

It always seemed to me there was some point where there was dupli- 
cation and overlapping in the medical services throughout the Govern- 
ment. And I wondered why we could not find some solution that 
would take the same efficiency that we have in the Veterans’ Admin- 
istration into the others. I am glad to have your explanation. 

Mr. Curr. I understand that there have been some consolidations 
in the armed services, Senator, between the Army, the Navy, and the 
Marine Corps. 

Now, consolidation there could be very effective. But when you 
move to the military branch of medicine and then over to the pre- 
ventive and the curative, | am not so sure that the consolidation, 
other than by the means we have suggested on this Hospitalization 
Board, would be effective. Because then if you have an over-all 
staff such as is suggested in this S. 1140, the top may be favoring one 
or the other, and it may go to the effect of their trying to develop the 
preventive medicine or trying to develop the curative medicine or 
neglecting the Army arid Navy y personnel. 

And may I point out to you that particularly in wartime you can 
recruit by conscription personnel in the Army and Navy and the 
Marine Corps, while you cannot recruit by conscription anybody in 
the Public Health Service or anybody in the Veterans’ Administration. 

I want to assure you that we are sincerely in favor of preventing 
any overlapping. But I do not see how there is going to be any 
overlapping as far as the Veterans’ Administration is concerned, when 
they are limited only to the care of veterans. 

Senator O’Conor. Now, Dr. Overholser, in addition to the very 
important work you have performed at St. Elizabeths, you have been 
a member of the American Legion Rehabilitation Medical Advisory 
Board, have you not? 

Dr. OvernotseEeR. That is correct. 

Senator O’Conor. Will you give us the benefit now of-your views? 

First of all, do you have a prepared statement? 


STATEMENT OF WINFRED OVERHOLSER, M. D., MEMBER, RE- 


HABILITATION MEDICAL ADVISORY BOARD, THE AMERICAN 
LEGION 


Dr. Overnotser. I have a prepared statement, Senator, which I 
shall file. There are a few comments I might make for the sake of 
brevity. 

Senator O’Conor. Dr. Overholser, we assure you that your entire 
statement will be embodied in the record in toto, and you can sup- 
plement it in any way you desire. 

(The statement referred to is as follows:) 
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STATEMENT OF WINFRED OvERHOLSER, M. D., Memper, REHABILITATION 
MepicaL Apvisory Boarp, THE AMERICAN LEGION 


Mr. Chairman and members of the subcommittee, my name is Winfred Over- 
holser. Since October 1937 I have been the superintendent of St. Elizabeths 
Hospital. This is the largest hospital of any kind operated by the Federal 
Government. 

I welcome the opportunity to appear before this subcommittee as one engaged in 
the active practice of medicine, and as a member of the Medical Advisory Board of 
the National Rehabilitation Commission of the American Legion. 

My medical experience includes a tour of duty as a commissioned officer in the 
Medical Corps in World War I, with service at home and in France. In World 
War II, I had experience as Chairman of the Nationa! Research Council Committee 
on Neuropsychiatry. In this capacity I dealt with the problems of hospital 
management in the armed services and was awarded the Certificate of Apprecia- 
tion of the Army and Navy in recognition of my services. 

My experience as a worker in the rehabilitation program of the American Legion 
dates from 1924. From my experience as an individual Legionnaire, as a post 
commander, and in my present capacity as a member of the Medical Advisory 
Board, I have had the opportunity to observe the operation of Veterans’ Adminis- 
tration hospitals for at least 28 years. 

From 1930 to 1936, I had experience in hospital administration in the Common- 
wealth of Massachusetts, where I was assistant commissioner, and later com- 
missioner of mental diseases. In these positions I had supervision of the 16 
public mental hospitals in the Commonwealth of Massachusetts. 

My analysis of the proposal to create a Department of Health, as outlined in 
S. 1140, leads me to say it is difficult to find merit in this bill. 

S. 1140 does violence to the reasons that led to the creation of the Veterans’ 
Administration. This independent unified agency was authorized to meet the 
needs of our disabled veterans arising out of the required military service given 
by our young men to the Nation. The Veterans’ Administration is Federal 
recognition that benefits to veterans should be on a national basis. 8S. 1140 runs 
counter to the tradition which says that veterans form one group intended by 
law to be kept separate. 

One major objection to 8. 1140 is that it creases another layer of responsibility, 
another echelon of authority, involving a considerably greater item of expense, 
without any compensating advantage. 

The Veterans’ Administration has a system of hospitals. It has out-patient 
departments; it has an insurance program; it has a claims department; it has other 
related programs. All of these functions call for the use of the Department of 
Medicine and Surgery. S. 1140 produces nothing to show how the Veterans’ 
Administration would be improved by divorcing the Department of Medicine 
and Surgery from the other functions of the Veterans’ Administration. 

This all happened once before. Prior to 1921 the United States Public Health 
Service had the veterans’ hospital program; the War Risk Insurance Bureau had 
the veterans’ claims program; the vocational rehabilitation program had the 
training of veterans. Conditions were so chaotic under such a division of au- 
thority that Congress, on the recommendations of the Dawes committee, created 
the Veterans Bureau, which later (in 1930) became the Veterans’ Administration. 
In my judgment the approval of 8. 1140 would be a long step toward a return 
of that chaotic condition existing prior to 1921. 

The head of the health department of any State is a medical man. While the 
functions outlined by S. 1140 are precisely those found in a State department of 
health, it is not specified that a medical man, a man skilled in the healing art, 
shall be the head of such an agency. Such an exclusively medical program 
should be administered by a physician. 

Again, such a Department of Health would have a never-ending dilemma. 
How would it determine, for instance, whether military personnel should be 
returned to duty? The criteria for fitness are set by the Department of Defense 
not by any proposed Department of Health. There are many different types of 
training to be reconciled that are not reconciled in the provisions of 8. 1140. 

Questions such as the following have not been answered: Some facilities would 
be on military reservations. Would you have the operating personnel under 
civilians? Who would the patients be? 

How would the individuality of the hospitals be maintained? The military 
have found that it works very well to care for their own. 

There is the problem of security. If military hospitals are opened to a broader 
classification how then is the national security protected? You would be adding 
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a clumsy organization to existing systems and not necessarily placing such an 
organization in the best of hands. To argue otherwise is to indicate that the 
intention is to curtail existing services. 

As it is now, there are medical personnel attracted to the Veterans’ Administra- 
tion, just as there are others who prefer service with the Army or Navy, or with 
the Public Health Service. S. 1140 provides no assurance of a continuity of 
service to conform to the reasons that led such presonnel to exercise an original 
choice in the type of Government service they prefer. It would appear then 
that S. 1140 would make the problem of recruiting medical personnel more 
rather than less difficult. Such an amorphous organization would lack appeal. 

In the years that have passed since the Hoover Commission went out of exist- 
ence it may be that there is a dimming of the objectives that group had in mind. 
Certainly the circumstances have changed and there has been no authority 
competent to assess the effect of such changes upon the original recommendation 
of the Hoover Commission. 

S. 1140 does not evaluate the significance of the change that has come about 
through the unification of the Armed Forces, including military medicine in the 
Army, Navy and Air Force. 

5. 1140 is the expression of the Citizens Committee. As such it is the result 
of a group of complaints that have been made by those who may, perhaps, confuse 
zeal with wisdom. In any event there is rothing to indicate that S. 1140 would 
solve any of the real, or imagined, problems presently existing in Federal medicine. 

S. 1140 gives no recognition to the problems that have been handled with such 
uniform excellence in the regular line of duty by military medicine and by Vet- 
erans’ Administration medicine since June 27, 1950. Up to January 1952 these 
two medical agencies had handled the discharge of some 655,000 veterans of the 
Korean campaign. 

S. 1140 does not give recognition to the primary and basic fact that military 
and Veterans’ Administration medicine, by the nature of their functions, must 
deal largely with curative medicine. These agencies are not in position to control 
the growth of their activities. The growth of each of these agencies corresponds 
directly to the state of peace or war. To say that S. 1140 would exercise such a 
control does not accord with the realities. 

Members of your committee have been advised by others that, at least so far as 
the Veterans’ Administration is concerned, the effects of S. 1140 may not be 
judged independently. §S. 1140 may be considered as one of a number of legisla- 
tive proposals all designed to dismember, to destroy, the Veterans’ Administration. 
Proponents of S. 1140 regard this as the kev measure. Perhaps they are correct 
in the belief that if they can secure congressional approval! of S. 1140 it will not be 
difficult to attain adoption of the other measures designed to destroy the Veterans’ 
Administration. 

Your subcommittee is asked to remember that S. 1140 is but one of a number 
of proposals that would distribute veterans’ benefit programs to a number of 
separate agencies. Success of such efforts on the part of the Citizens Committee 
would, as a mininwm of bad effect, lead to return to the chaos that existed after 
World War I before the Veterans’ Bureau was created. 


Dr. OverHotser. Thank you very much, Senator O’Conor. 

Mr. Chairman, Senator Smith, and gentlemen: Briefly, I may say I 
have been a physician for over 35 years. I served overseas and in this 
country as a member of the Medical Corps in World War I. I know 
something, a little bit, of the Army, from that. 

During World War II, I was Chairman of the National Research 
Council Committee on Neuropsychiatry, which is advisory to the 
Surgeon General, so that I came into some contact then with the Army 
and Navy problems. 

1 have been for well over 20 years fairly active in The American 
Legion in connection with the rehabilitation work. I was at one time 
the chairman of the New England area, and since the Medical Ad- 
visory Board was organized, | have been a member of that. I am 
sorry that Dr. Rowntree, who has been the Chairman of it, is not able 
to be here. 

My work in hospital administration runs over a fairly long period. 
I was, for 6 years, in Massachusetts, successively assistant commis- 
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sioner and commissioner of mental diseases. I had the supervision 
then of 16 public mental hospitals, as well as investigation and super- 
vision of the private mental hospitals, the State, and since 1937 I 
have been superintendent of the largest hospital that is operated by 
the Federal Government. So I think that IT have some contacts with 
hospital administration. 

I was, from 1937 until the Board was abolished, in 1943, a member 
of the Federal Board of Hospitalization, which has been mentioned 
here this morning, a coordinating board. That was what it was 
intended to be. 

As I say, the functions of it were taken over by the Bureau of the 
Budget in 1943. 

There are just about three points that I would like to make, briefly, 
about this bill. 

In the first place, in answer to the questions that have already been 
raised, I am quite convinced that instead of effecting economy, it 
would cost more and would reduce the efficiency. It would estab- 
lish another echelon of command. If the Veterans’ Administration 
hospitals were turned over to this Department of Health, you would 
still have to have veterans’ hospital people there to handle a lot of the 
paper work. There is always then the possibility of clashes of 
authority, of failure to be able to fix responsibility when somet] ing 
goes wrong. I think that instead, in other words, of unifying, you 
would merely be putting on another layer. And layers, in general, 
in Washington, are quite expensive. 

One of my objections, as a medical man, to the bill, is that although 
this department would serve the purposes which the State departments 
of health serve in the respective States, there is nothing in the bill to 
indicate that anywhere along the top of it need there be a medical 
man. Every State department of health in this country, so far as I 
know, is headed by medical men, and that is usually right in the 
statute. And certainly if it is said that this should be a medical 
man—certainly even if the bill went through, it ought to be written 
in that it must be. Otherwise you would ‘have various other possi- 
bilities of clashes of authority, and some unwise decisions perhaps. 

Now, I remember the good old days when there*was this chaos 
that has been spoken of so eloquently by General Taylor and by 
Mr. Cliff. The situation of a three-headed responsibility for the care 
of the veterans was, to put it very mildly, chaotic. And it led to the 
establishment of a unified control, which has worked, I think, very well. 

1 think it would be a step backward, very decidedly, to break that 
up. Because although there are other activities than the hospital 
care of veterans vested in the Veterans’ Administration, nearly all of 
those other activities have to do with hospital or out-patient findings. 
There are medical questions, in other words, involved in claims, in 
insurance payments for disability, for example. And there would be 
a tremendous amount of duplication of paper work. And I hope 
that some day the paper work in this Government may be reduced 
rather than being expanded. 

So I think, then, it would be a very unfortunate step for the Vet- 
erans’ Administration as such. 

I think it would be bad for the morale of the patient. I think it 
would be bad for the morale of the employees as well as of the relatives 
of the patient. And I think, too, that it would make recruiting of 
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medical personnel a good deal more difficult than it is now. And I 
can assure you that it is difficult now, as you are probably well aware, 
Senator O’Conor, from your experiences in trying to staff State hos- 
pitals in your State. And that is a universal thing. It is true 
everywhere. 

There are some physicians who like Army life. There are some 
who like Navy medical life. There are some who wish to work for 
the Veterans’ Administration, where there is a reasonable likelihood 
of remaining in one place instead of being mobile. There are others 
who are interested in Public Health. And if they go into those several 
services now, they know that if they produce, do their work satisfac- 
torily, they are going to stay in that service. And there are certain 
regular traditions and promotions and benefits and so on. 

Here you would have a unified Medical Corps. A man who went 
into that, as I read it, would not know whether he was going to be 
assigned to one agency or another, or where. I think, then, that you 
would have a good deal of uncertainty on the part of physicians who 
wished to go into public medical work, when it came to going in, under 
those terms. 

| think, therefore, that that would be an undesirable feature. 

I am sure I agree with everything that General Taylor and Mr. Cliff 
have said as to their objections, and I share them; and for that reason, 
a good deal of what I might say might be considered duplication. 

I wish to stress particularly, then, the way it appears to a hospital 
administrator, and one who has been in administrative work in the 
Federal and State Governments for a good while. I think it would 
complicate; I think it would cost more; I think it would reduce effi- 
ciency and add to confusion. For those reasons, Mr. Chairman, 
Senator Smith, and gentlemen, | am opposed to the bill. 

Senator O’Conor. Dr. Overholser, because of your very valuable 
experience, and having the respect for your views which we do, I 
thought I would like to ask you for the record just a few facts about 
the testimony which has previously been given; not, of course, to 
have you engage in any controversy, but just to have the benefit 
of your experience. The asking of the questions does not indicate 
any views on our part, but merely the quest for facts. 

One of the points brought up, to which reference has been made 
this morning—and that is why I think it well to have it specifically 
before you—is this. And I will read from the testimony previously 
given, at page 102 of the reporter’s transcript. It is alleged that: 

The per bed construction cost varies from $20,000 in the larger hospitals to 
from $30,000 to $51,000 in the small ones. This compares with an estimated 
cost of $16,000 per bed in voluntary hospitals. 

In other words, this is a comparison between the cost in the 
voluntary hospitals and Federal hospitals under consideration at 
this hearing. 

Then, as to the second point, to which reference has already been 
made in Mr. Cliff’s interesting testimony, as to the length of stay 
in the veterans hospitals, I quote from previous testimony: 

Length of stay in Federal hospitals, the Hoover Commission found to be 
substantially longer than in voluntary hospitals for like causes. For example, 
for an appendectomy, 744 days in a voluntary hospital, 13% in a Federal; for a 
tonsillectomy, 144 days in a voluntary hospital, 8% days in a Federal; for a 
hemorrhoidectomy, 7 days in a voluntary hospital, 17% days in a Federal. 
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Dr. Overnotser. If I might say, Dr. Shapiro tells me he has made 
a study of those particular details, and I am not at all sure I have 
enough factual detail at hand to answer those helpfully. 

Senator O’Conor. Very good. We thought we might get those 
representations before the medical men here and have your views on 
that. 

Dr. Overnotser. I don’t know, for instance, what hospitals they 
are talking about. There are various types of hospitals, and some 
call for a good deal more, as Mr. Cliff says, of ancillary services, than 
a general hospital, for example. And furthermore, I think it should 
be borne in mind that the general policy now in the Veterans’ hospitals 
is to have facilities in the general hospitals for tuberculosis and for 
psychiatric patients, as well as for general medical and surgical. 

Senator O’Conor. Dr. Shapiro, would you supply that information? 


STATEMENT OF HYMAN D. SHAPIRO, M. D., SENIOR MEDICAL 
CONSULTANT, NATIONAL REHABILITATION COMMISSION, THE 
AMERICAN LEGION 


Dr. SHaprro. Yes; we have some definite figures on it. As Mr. 
Cliff mentioned, you cannot measure the cost in number of beds, but 
in the facilities provided. And any builder knows he doesn’t build 
a hospital at so many beds, but at cubic feet. We made a study 
several years ago of the cost of VA, Army, Navy, and private hospitals, 
and we took some 300- and 500-bed hospitals. For example, right 
in Baltimore, you are familiar with the TB hospital there. That cost 
$1.43 a cubic foot; whereas 400 or 500 general medical and surgical 
hospitals throughout the country varied from $1.25 to $1.55 a cubic 
foot. The Army’s newest hospital, in New Mexico, that we had at 
the time, was $1.55 also; the Bethesda Naval Hospital was $1.55. 
And we took two general medical and surgical private hospitals, com- 
parative hospitals, and they ran $1.68 and $1.47 per cubic foot; a 
TB hospital, private, ran $1.56, and an NP hospital, $1.62. 

Now, these were not one hospital. They were eight GM&S private 
hospitals and two NP. We also contacted Mr. William Jeffrey of 
the New York Board of Authority, who was quite an expert on 
construction costs, and he advised us also that the construction costs 
were comparable. 

Now, we have some recent figures. These were the Bureau of the 
Budget’s own figures for March 13, 1951. In the calendar year 1950, 
400 private hospitals, $19 a square foot, as compared to VA, at $18.92. 
That showed, as far as cubic-foot costs or square feet are concerned, 
that it actually was less on VA construction. 

It all boils down to the fact that construction costs are on com- 
petitive contracts, and it depends on the number of cubic feet. 

Now, irrespective of what the proponents say, I still do not see 
how the enactment of S. 1140 is going to change the construction 
costs, whether it is cubic feet, square feet, or anything of the kind. 
The construction costs are still going to be there, whether you build 
these hospitals under a Department of Health, a United Medical 
Administration, a Veterans’ Administration, Army or Navy, or 
what have you. And that is what is before us. 

Senator O’Conor. Very true. 
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Doctor, just on another point, on which I think you are well in- 
formed. It has been contended that due to the different authorities 
that have exercised control, there have been some unfortunate 
results, particularly as to the location, the site. Several instances 
have been mentioned. 

Dr. SHaptro. Yes, sir. I was going to come to that. 

Senator O’Conor. And I am sure you are prepared to give some 
very expert testimony on it. I thought perhaps I would read, just 
to refresh the memory of the Senators and others, the contentions, 
which I think have to do with Montana and Georgia. 

It is contended that in Miles City, Mont., population 9,184, with 
a Public Health Service need for hospitals at 3% beds per 1,000 people, 
and the city already well served, with a hospital, GMS, of 135 beds, 
a new hospital was recently completed. Yet there were only 13 
doctors in Miles City, of whom 6 were reported to be unable to aid 
the Veterans’ Administration hospital. The result is that the new 
Veterans’ Administration hospital has a layman manager and until 
recently had no medical director nor chief of medical services, and very 
few patients. 

And then at Dublin, Ga., one of the most important examples, 
according to previous testimony, there stands a 1,000-bed hospital 
in which the VA is authorized to staff and use 500 beds. At this time 
only 378 beds can be used because of staff problems; because trans- 
portation facilities to this installation are so poor an airfield had to 
be built by the previous occupant, the Navy, to bring patients in. 

Dr. Suarrro. I will cover that in my prepared testimony, but I will 
cover the high lights now. 

You know, it is rather interesting that in a large-scale building 
operation, with the VA building hospitals all over the country, with 
most of them satisfactorily located, most of them adequately staffed, 
and even having long waiting lists, proponents of legislation will 
pick out two or three of the worst without saying anything about the 
preponderance of good ones. But even then, they are painting a 
distorted picture. 

I don’t know what experience the men from the Doctors Committee 
have had or what they know about Veterans’ hospitals. One of them 
was a consultant to a VA hospital. But any of them who makes the 
statement that they placed a VA hospital in a city of 9,184 population 
when they already have a 135-bed hospital to serve that area doesn’t 
know what he is talking about. That wasn’t the reason the hospital 
was located there. There was an approximately 750-mile space be- 
tween Fargo, N. Dak., on one side, and Fort Benjamin Harrison and 
Helena, Mont. 

At the time there was a rate of only 4% million veterans to take 
care of, that was adequate, but with the influx of 15 million addi- 
tional veterans, and with the natural growth in that area, it was found 
that these two hospitals, Fargo, N. Dak., and Helena, Mont., couldn’t 
take care of the patients, and here you had 750 miles in between them, 
as the crow flies. So it was necessary to spot some hospitals in there. 

Dr. Overholser is on a Federal board. They passed on the project. 
He can tell you how they were located. General Hawley approved 
that project ‘there. So that project is not talking care of the people 
in Miles City or the people in that county. It is to take care of all 
veterans within that large area, who could not otherwise get hospitali- 
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zation. And it has facilities for various types of illnesses that prob- 
ably are not available in the local hospitals. 

Now, I still don’t know where they got their information as to what 
has happene 1d in that hospital, whether they picked it up a week or 
2 weeks after the hospital was opened. 

Now, I happen to have had experience in military hospitals. I was 
chief of psychiatry in two military hospitals in this last war. I am 
connected with George W ashington U niversity Hospital. I was a 
commissioned officer in the Public Health Service after World War I. 

I know that when you start a new hospital you do not get your full staff 
there all at one time. That would be silly, to put all your staff on 
duty at one time. You don’t get all your patients in there at one time. 

So let me give you this picture. First of all, I did not comment on 
the lay managership, but if you will refer to the criticism of the doctors 
committee, in one place they criticize wasting medical manpower for 
administrative duties, and then the other criticisms are that too many 
hospitals have lay managers. 1 don’t know what they want, and S. 
1140 isn’t going to cure “that anyhow. It would still be a matter of 
internal administration. 

Now, as far as this hospital is concerned, we had one of our Legion 
representatives visit that hospital, on October 22 and 23, 1951. 
It was opened August 1, 1951. That hospital was built for a 100-bed 
capacity. It was opened originally with 50 authorized beds. At that 
time, October 22, 1951, there were five full-time doctors on duty, 
including a chief of professional services and a chief of the medic ‘al 
service. They had a chief of medical service on duty there October 
22. They had an acting chief of the surgical service in addition to 
two other full-time doctors, and at that time they had 10 consultants 
and 2 attending physicians, both from Miles City and from Billings 
serving the hospital on a per visit basis, as they were needed. 

It is very interesting also that as of October 22, there were 23 
patie nts in that hospital with no waiting list. But on January 21, 
1952, 49 of the 50 beds were occupied, and there were 12 patients on 
the waiting list. And I have been advised by a gentleman who was 
just through there recently that they had to set up extra beds beyond 
the 50 beds to take care of the urgent cases that were needed before 
the hospital was expanded. So this was a new hospital coming into 
being. 

Why don’t they paint the true picture? They are using all of the 
50 beds, and they will open the other 50 providing they have the 
patients and the staff. 

Now, part of that hospital has a neuropsychiatric section with 
closed wards for mental cases that they haven’t been able to open. 
But you have that trouble in your State hospitals. 

S. 1140 isn’t going to give you more psychiatrists. But the Vet- 
erans’ Administration is training as many of them as, I think, the 

rest of the hospitals in this country, and with the military situation, 
if it eases up, we will have these people available. 

Furthermore, these hospitals were built, Senator, at the time that 
I have heard Admiral Boone refer to 50-cent dollars, when construc- 
tion costs were much lower than now, and I think it was a good in- 
vestment on the part of the Government to build them at the time. 

I am not stating this hospital is ideally located. As far as Dublin, 
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Ga., is concerned, I will say it is poorly located for the Veterans’ 
Administration. But what is the history of that hospital? 

The Navy built it during the war. 

Now, I have been in the military service, and you have, and many 
of the people here. You know that you do not always build a military 
hospital in the midst of a large metropolitan area. You build those 
hospitals where you have troop concentrations. For military reasons, 
you have to locate hospitals outside or away from large centers of 
population. 

You can draft your hospitals and your other personnel to man 
these hospitals. 

Now, that was a Navy hospital. It so happened that it was one 
of the better constructed Navy hospitals. So here the war was 
over, and here was this thousand-bed hospital lving there idle. What 
should you have done? Scrapped it? Would that be efficienc yv and 
economy? No; the Government opened it—that is, the Veterans’ 
Administration opened it—for a 500-bed utilization. oe they did 
have some difficulties in staffing, which are now not so great, I under- 
stand. And here again, we have a growing concern. ai ad of the 
370 beds which are operating at the time that they got the figures, 
it is now running at 418 beds, and the staffing situation has improved. 

Now, if S. 1140 was passed, what would you do with the hospital? 
Why should the Veterans’ Administration be criticized? Would you 
scrap it, let it go to ruin, or, for the purpose of efficiency, operate it 
at such capacity as you can with the professional people you have to 
take care of the veterans in that area? 

So I don’t see how S. 1140 is going to cure it. But it really burns 
us up to have people pick out just some sore-thumb examples and 
forget all about the well-run hospitals and well-placed hospitals. 
But even then, as you can see, Senator, they have not painted the 
full story. I want to bring you up to date on it. 

Senator O’'Conor. Thank you very much for addressing yourself 
to those problems. 

Dr. SuHaprro. You mentioned the length of stay. You can’t com- 
pare dissimilar things. You take a man in the military service. He 
has a hernia operation. Are you going to get him back to his outfit 
in 7% days? You just can’t do it. In the military, a man who has 
hospitalization must at least be able to go out and live under barracks 
conditions and be ambulant to take care of himself. In the Veterans’ 
Administration also, we have this situation. I think Dr. Overholse1 
touched on it, or maybe Mr. Cliff did. 

Here is a man who is unable to receive medical care in bis own 
community, because he is disabled. He may have to travel 200 miles 
to get into a veterans’ hospital. Jt may take 1, 2, or 3 days to work 
him up medically. In the private hospitals, his private doctor has 
worked him up at home. He has saved those days. Then let us say 
he is operated on. He cannot go home and occupy his bed and have 
his family wait on him or a private nurse or doctor take care of him. 
He has to stay in that hospital until he is ambulant. 

And, furthermore, you compere the records thet are necessary in 
the Veterans’ Administration to take care of the various complex 
claims, and this man is given a thorough physical with complete 
findings. There is a lot of administrative work, where this man would 
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be at a disadvantage if he were at a private hospital, and very often 
where private hospitals have been used under contract the Veterans’ 


‘Administration has found it necessary to rehospitalize the man to 


find out something about his service-connected disability which 
wasn’t covered, So you cannot compare dissimilar things 

[ am sure that to say that a man can go into a private hospital and 
have a tonsillectomy and be home in 24 hours does not apply to a 
veteran or a military hospital. So I think you cannot compare the 
two. 

And then another thing. You know that your veterans’ hospitals 
are largely peopled by the types of cases that the civilian hospitals do 
not have facilities for and don’t want. Now, outside of your tuber- 
culosis and mental cases, which comprise about two-thirds or 68 per- 
cent, anyway, of the load, you have your general medical and surgical 
patients. And by far the largest percentage of these general medical 
and surgical cases are chronic diseases, men who have had strokes, 
multiple-sclerosis cases, spinal-cord cases, advanced arthritis, advanced 
heart conditions. These men have to stay in there longer. The 
private hospitals don’t want them. They want quick turn-over. 
They do not have the facilities for taking care of them. So how can 
we compare things that are not similar. 

Almost anyone who is familiar with the medical set-ups in this 
country will tell you today that the greatest need that this Nation 
faces today is a bed for the chronic disabled individual with general 
medical or surgical disabilities who is not productive, and unable to 
earn a living. We are taking care of most of our mental cases, and 
tubercular cases. But it is a shame the way this country has failed 
to provide for our serious chronic disabled, and movements are going 
along in the various States to provide annexes to the big hospitals 
for these. That is a reason for the average length of stay. 

I hope | have covered it. 

Senator O’Conor. Is there anything else, Doctor? 

Dr. Suariro. Yes; I would like to address myself to some of the 
previous criticism that was given. I have a prepared statement, but 
I will touch on the highlights. 

(The statement referred to is as follows: ) 


STATEMENT OF Hyman D. Suapiro, M. D., Senior MEpicaL CONSULTAN?, 
NATIONAL REHABILITATION COMMISSION, THE AMERICAN LEGION 


Mr. Chairman and members of the committee, my name is Hyman David 
Shapiro. I have been serving the national rehabilitation commission of the 
American Legion as its senior medical consultant since 1927. Prior to that time, 
I was a commissioned officer in the United States Public Health Service, and served 
in the Veterans’ Administration, both in its hospital svstem and in the central 
office. I have been on the faculty of George Washington University Medical 
School, Washington, D. C., since 1925, and at present am associate clinieal pro- 
fessor of neurology. I have, sinee 1936, been a diplomate of the American spe- 
cialtv boards in both psychiatry and neurclogy. For vears I have been attending 
neurologist on the staffs of George Washington University and Gallinger Mu- 
nicipal Hospitals, Washington, D.C. 

Prior to World War II, I served as a medical member (psvchiatrist) to the Com- 
mission on Mental Health of the District Court of the United States of the Dis 
trict of Columbia. Iam a veteran of World Wars land II. During World War 
II I served as chief of the neuropsvchiatrie service of Torney General Hospital, 
Palm Springs, Calif., and as chief of the neuropsychiatric branch of Dibble Gen- 
eral Hospital, Menlo Park, Calif., with the rank of lieutenant eolonel, M. CC. I 
am a fellow of the American Medical Association and a member of the Medical 
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Society of the District of Columbia. Thus I have been in a fortunate position of 
viewing the practice of medicine from many angles and facets. 

From my study of 8. 1140 I am unable to see how the enactment of this pro- 
posed bill would establish better Federal medicine. Instead, it is my feeling that 
quite the reverse would be true. 

Members of the so-called National Doctors’ Committee for Improved Medical 
Services say that they are not “proselyting for S. 1140.’’ Their witnesses have 
admitted that the problem of Federal medicine is complicated and complex. 
They have testified, ‘We don’t have the answers, and we certainly don’t have 
the kind of Federal medical system to meet the ever-increasing demands being 
placed on it.’”” They have further testified, ‘‘Whether the solution lies in the 
enactment of 8. 1140 as it is now written, or whether this bill should be amended 
to include some of the suggestions of other groups, is for the Congress to decide.”’ 
They have further testified, ‘“The legislation you have before you probably is not 
the full and complete answer to this perplexing and growing problem.’ Yes, they 
have asked the Congress to adopt 8S. 1140 as an ‘‘initial step in the right direction.”’ 
At the same time they admit that ‘‘no doubt further legislation will be required to 
meet new problems as they arise.”’ 


The proposed S. 1140 would cripple Federal medical service 

You have this situation: 

1. The Veterans’ Administration, Department of Medicine and Surgery, is 
meeting an exacting and continuous problem of supplying curative medicine to our 
disabled veterans. 

2. The Department of Defense, with its medical program already unified, is 
turning in a superb record, especially in the Korean conflict. 

3. The United States Public Health Service is apparently without a peer in the 
field of preventive medicine. 

These three agencies form the bulk of the Federal medical service. S. 1140 
is an attack on the integrity of the personnel operating these excellent medical 
services. 

Those who favor 8S. 1140 indicate their doubt that such legislation is the answer 
to alleged inefficiency and waste in the Federal medical services. Nevertheless 
they continue to support 8. 1140. Is this activity merely in the belief that a 
change, without regard to what such a change may bring, is desirable? The 
answer seems to be that the proponents of S. 1140 are following a course that 
can result only in chaotic conditions, 

Proponents for S. 1140 state that the simplest way of attacking the problem 
is to divide it into its component parts, i. e., the problem, the findings, and the 
solution. 

They state that the problem was “revealed’”’ by the study of the Hoover Com- 
mission and its task force. I am sure that your committee is aware of the fact 
that there were many differences and dissenting opinions among the Commission 
members and that Admiral Boone, as secretary of the task force, refused to sign its 
report. It is submitted that now, 4 vears later, conditions have changed. There 
has been unification of the Armed Forces. The Veterans’ Administration medical 
services have grown materially in stature and efficiency since 1947. The quality 
of medical service performed in 1947 and in 1948 was not attacked by the Hoover 
Commission or by its task foree. The so-called problem has been attacked mainly 
under the heading of five alleged basic ‘‘problems.”’ 


Confused concept of the so-called problem 


The first, dealing with alleged ‘‘uneontrolled”’ growth of medical services and 
with maldistribution, and underutilization of medical manpower, certainly will 
not be cured by 8. 1140. We deny that the Federal medical services are respon- 
sible for all this alleged uncontrolled growth. The growth of Federal medical 
services, as we see it is dependent on factor X, i. e., the number of Armed Forces 
personnel needed to carry out their military missions, producing factor Y, the 
number of Armed Forces personnel needing Federal medical services, and the vet- 
eran, who is a byproduct of this. Neither the medical services of the military 
department, nor the Veterans’ Administration, cause or prevent wars. They 
merely take care of military casualties or of disabled veterans, as a byproduct of 
wars. If there were no wars, there would be no need for large military establish- 
ments, or large numbers of military medical personnel to care for diseases or 
injuries and there would be a lesser number of disabled veterans. 

S. 1140, in no way provides any means for ‘“‘controlling”’ the beneficiaries to be 
served or providing the facilities necessary for their care. So far as maldistribu- 
tion and underutilization of medical manpower is concerned, this primarily is not 
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a problem of Government medicine. It is generally conceded that the greatest 
maldistribution of our medical manpower exists in our civilian economy, with some 
areas having a wealth of medical and hospital facilities, and many other areas 
having too few medical services. How is 8. 1140 going to correct this so-called 
maldistribution? Actually, the bringing veterans medicine to some localities has 
made available various types of medical service heretofore not available in many 
communities. Do those who back 8. 1140 want the Federal Government to move 
its civilian doctors from areas of plenty to areas of need, to correct the so-called 
maldistribution and underutilization of medical manpower? 

I feel that they do not. This would be socialization or medicine which they 
along with the American Legion, fear. But why put the blame for such mal- 
distribution upon Government medical services? 

Congress has defined the eligibility for medical care 

The second “basic’’ probiem discussed refers to the fact that the Government 
is “obligated’’ in whole or part to provide care for some 24 million citizens of whom 
19 million are veterans; and under the Hill-Burton Act, the same Government is 
obligated for assistance to voluntary and community hospitals in building or 
expansion operations. We do not know how the passage of 8. 1140 would in any 
way change the concept advanced. We do desire to take issue with this state- 
ment which, to us, is meaningless insofar as the pending legislation is concerned. 
It is true that the Federal Government is obligated to render complete medical 
service to its military personnel. fo far as veterans are concerned, the law is 
specific as to those veterans who are eligible for care. By no stretch of imagina- 
tion can one see under present law that all 19 million veterans are eligible for such 
medical care. Only a relatively small percentage of veterans are eligible for such 
care, even under the present VA hospital system. When one considers the 
maximum of 131,000 Veterans’ Adn inistration hospital beds, to be provided in 
the over-all approved Veterans’ Administration construction program, it is 
readily seen that such services wovld not be available to 19 million veterans. 
It is a well known fact that many more veterans obtain their care from local and 
private sources than through Government care, and that a relatively large per- 
centage of those who do apply, and eventually are cared for by the VA, do so 
either when local facilities are not available, or when they have expended their 
voluntary prepaid insurance plans, in addition to their savings. Do the pro- 
ponents of S. 1140 oppose the Hill-Burton Act with its provision for Federal 
moneys for curatise medicine in local communities for civilians, or do they oppose 
it only for Federal beneficiaries? 


S. 1140 is no panacea for coordinating Federal medical service 


The third alleged ‘‘basic’’ problem deals with the allegation that the Govern- 
ment has no coordinated plan of operation for its facilities, and that, as a result 
there has been waste and inefficiency through the duplicating operations of 5 large 
and 30 smaller medical systems. We do not accept this premise. We believe that 
better coordination can be established by the establishment of that type of Federal 
Board of Hospitalization advocated by the American Legion, as contained in a 
pending bill, H. R. 1081. 

The problem, as we see it, is that there are three main types of medical service 
as heretofore stated, i. e., military, preventive, and curative, as exemplified by 
the Department of Defense, the Public Health Service, and the Veterans’ Admin- 
istration. The other agencies mentioned constitute a minor part of the picture. 
These various types of medical services, in our opinion, are not ‘‘duplicating 
operations’? and cannot be efficiently mixed in a gigantic merger of hospital 
activities as proposed in 8S. 1140. It is our opinion that such a merger will produce 
more confusion and less efficiency. 

Beneficiaries not identified under provisions of S. 1140 

As regards the fourth ‘‘basic’’ problem, i. e., “there is no clear definition of 
certain classes of beneficiaries for whom care is to be planned,’’ we,submit that 
there is nothing in 8S. 1140 clearly defining the various beneficiaries to be served. 
It is this lack of clear definition as to who the beneficiaries will be that concerns 
us. It is possible that subsequent definition of the classes of beneficiaries ‘‘whose 
care is to be planned”’ may provide a favorable background for the setting up of a 
system of socialized medicine which the proponents of S. 1140 also state they fear 


As regards the fifth ‘‘basic’’ problem, i. e., that the Government is moving inic 


incalculable obligation without an understanding of their ultimate cost, we again 
pose the question, how is 8S. 1140 going to solve this difficulty? 
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Is there anyone who can tell us what obligations and what costs the Govern- 
ment will have to undertake in the days, months, or years to come, or what pro- 
fessional manpower will be needed to discharge the Government’s obligations in 
the future? Again, we say, there is nothing in S. 1140 showing how this alleged 
problem can be solved. 


Federal hospitals strengthen defense against atomic attack 


Proponents of 8. 1140 even bring the question of possible atomic attacks upon 
our cities and imply that Government medicine may interfere with medical 
protection of our people. It is my opinion that the Federal medical system with 
its expanded hospital system and with its full-time doctors and nurses and other 
professional personnel on duty can meet such a threat as effectively, or perhaps 
even better than in our civilian hospitals where the majority of the medical staff 
of private practitioners spends relatively a short time in the hospitals. We do 
not see how the enactment of 8. 1140 can better protect our people against the 
possibility of atomic attack. 

As regards the alleged findings, many generalities are used by proponents for 
S.1140. They still continue to use the construction costs of Government hospitals 
as compared to the costs of private hospitals. It is difficult, of course, to compare 
construction costs on hospitals in which the civilian hospitals do not contain the 
many facilities found in Federal hospitals. We previously have challenged the 
statement that Government hospital-bed construction is more costly than private 
hospital-bed construction. A recent witness indicated that ‘‘it is likely that these 
figures have changed somewhat since the Hoover report was submitted, but 
Federal construction costs, I understand, are considerably higher than private 
costs.’ No factual statistical data are offered here for comparison. We will 
challenge these statements. Previously it has been shown that construction costs 
by cubie foot compare favorably with costs in civilian hospitals. Furthermore, 
how would the enactment of 8. 1140 change these costs? 


S. 1140 offers no solution for the placement of Federal hospitals 

Criticism is directed against the placement of Federal hospitals in the statement 
that ‘‘this is often made for other than medical considerations.”” Nothing is said 
about the fine placement of most of these hospitals, but the occasional unfavorably 
placed hospital is cited in three instances. The American Legion holds no brief 
for hospitals improperly placed. We believe that the reinstitution of an adequate 
Federal Board of Hospitalization can handle placement better than the legislation 
proposed under 8. 1140. We do, however, want to clear up some misconceptions 
conveyed by the proponents of this legislation. 


The situation at Miles City, Mont. 


The new VA hospital at Miles City, Mont., is cited as an example of a VA 
hospital being placed in a city of 9,184 people, already well served with a 135- 
bed general medical and surgical private hospital. The witness appears to be 
under the impression that veterans’ hospitals such as this are located to take care 
of veterans in the local community. This is not the case. 

Miles City, Mont., was selected to take care of a large veteran population 
inaccessible to veterans’ hospitals, with the nearest hospital on the east being at 
Fargo, N. Dak., in the eastern part of that State, and the VA hospital at Helena, 
Mont., a considerable distance to the west of Miles City. This covers an area 
of 750 miles. The witness further reports that ‘‘until recently, there was no 
chief of medical service and but few patients in the hospital.’”’ Actually this new 
veterans’ hospital was opened August 1, 1951, with an initial operating bed 
capacity of 50 beds in this facility with 100-bed total capacity. According to a 
visitation report of one of our Legion field representatives (October 22—23, 1951) 
there were five full-time doctors on duty, including a chief of professional service, 
a chief of medical service, and one acting chief of the surgical service. In addi- 
tion to the 5 full-time doctors, the hospital had 10 consultants and 2 attending 
physicians from the private doctors in Miles City and Billings, Mont., helping 
to service the hospital. The patient load at that time was 23 and there was no 
waiting list. However, official statistics for January 31, 1952, showed that 49 
of the 50 beds were occupied by patients and that there were 12 general medical 
and surgical patients awaiting admission. We have been advised recently that 
additional beds had to be set up to accommodate more than 50 patients needing 
hospitalization. 

We want to emphasize that it takes time for a new hospital to organize its staff 
and build up its patient load. The condition reported at Miles City, it can be 
seen, is not static, but is one of progressive building of staff and patients. 
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Current situation at Beckley, W. Va. 


Similar criticism can be made of the information furnished about the other two 
hospitals, i. e., Beckley, W. Va., and Dublin, Ga. As regards the latter, the VA 
inherited this as a surplus Navy hospital. Dublin may not be a good location so 
far as the VA is concerned. It must be borne in mind, however, that military 
necessities, such as location of troop concentration, may require and frequently 
do require, the location of military hospitals away from large centers of popula- 
tion, where medical manpower in civilian practice is more readily available. What 
would a department of health do with this hospital, if S. 1140 were enacted into 
law? Would they scrap it, and build another hospital instead, somewhere else, 
or would they make maximum utilization of this hospital, such as the VA is 
apparently doing? Our latest report on this hospital shows it is operating now 
as a 418-bed hospital (instead of 378 beds) with staffing improved. Inadequate 
funds are reported also to be a factor in the full staffing of this hospital. 

We find the proponents of S. 1140 again bringing up the question of the build- 
ing of VA hospitals in Boston, Mass., and Philadelphia, Pa., where military hos- 
pitals were being closed. The Murphy General Hospital in Boston was a tem- 
porary military hospital which is now reactivated by the Defense Department. 
The same holds true for the temporary hospital construction of the Valley Forge 
Hospital near Philadelphia. These hospitals have been reopened and are now 
performing effectively for the Defense Department and their need has been demon- 
strated. 

When the Oliver General Hospital in Augusta, Ga., was closed and turned over 
to the Veterans’ Administration, contemplated construction of a new hospital in 
Atlanta was scrapped. The 1,000-bed Los Angeles Hospital, in stage of planning, 
is strictly a neuropsychiatric hospital for the insane, and surplus military hospitals 
in that area in no way could serve the purpose of a neuropsychiatric hospital. The 
proponents of 8. 1140 still refer to the Hoover report relative to the number of 
military hospitals in the New York and Los Angeles areas. We repeat that these 
were, in the main, temporary hospitals to meet the military medical emergency 
of World War II. Such hospitals had to be built quickly. Permanent construc- 
tion was then out of the question. Many of these temporary military hospitals 
have now been reactivated. Much of the criticism directed against these hos- 
pitals a few years ago, no longer is valid. This is admitted by proponents of 


S. 1140 when they state, ‘“‘Now it is true, of course, that many of these situations 
change with the advent of the Korean war, but the alarming thing is that such 
conditions were admitted to exist at all.” We do not think that the enactment 
of S. 1140 would provide at any given time a full complement of hospital beds to 
take care of military situations as such needs may arise. 


That straw man discussion regarding length of stay 

Again we see the proponents of 8. 1140 citing the marked disparity between 
length of stay in Federal hospitals as compared to voluntary hospitals. To use 
this as an example of waste and inefficiency is not justifiable. A military patient 
may have to be retained in the hospital until he is able to perform duty or take 
care of himself in the barracks. A veteran patient usually does not have the 
advantage of a work-up by his family doctor at home but frequently has to travel 
a considerable distance, and have his initial work-up in the VA hospital, and then 
may be required to stay until he is fully ambulant. The private patient, hos- 
pitalized in his home community, may be moved home before he is ambulant. 
The Veterans’ Administration has done a magnificent job in the past few years in 
materially reducing the patient’s over-all stay in general medical and surgical 
hospitals. 

A further alleged finding reported is that “laxity in the law by which veterans 
obtain admission to Government hospitals for free care is costing the Government 
several hundred million dollars annually.” This is a generality, and no sub- 
stantial proof of this is offered. We would welcome statistics to back up this 
statement. We have had surveys made which rebut this and further reference to 
this will be made later. 

Reference is made to the 1950 annual report of the Veterans’ Administration 
indicating that 87 percent of the admissions for the fiscal year were non-service- 
connected. However, further figures show that for years the proportion of cases 
hospitalized at any given time, showed at least one-third of the cases to be service 
connected. We are led to wonder whether the proponents of the bill are interested 
in improving the quality of medical care in the Federal medical services and elimi- 
nate waste, or are they concerned in savings to be found by eliminating the non- 
service-connected case. The legality of hospitalization for non-service-connected 
disability is clearly set forth in existing laws. We fail to see how the enactment of 
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S. 1140 has anything to do with the question of the non-service-connected veteran, 
unless the proponents of this legislation intend to eventually clear out the non- 
service-connected cases as beneficiaries of Federal medical care. 


There is nothing in S. 1140 to insure greater attention to research 


One of the arguments for the enactment of 8. 1140 is “less than 5 percent of 
the $2 billion spent in the Federal medical system goes for research or preventive 
medicine.’’ Further emphasis is made by a number of the witnesses on the alleged 
fact that there is too much emphasis on curative medicine, as against preventive 
medicine. The American Legion is wholeheartedly behind any plan to provide 
adequate funds to carry out necessary research programs in preventive medicine. 
We, as veterans, are keen for preventive medicine. However, where preventive 
medicine has failed, we must take cognizance of such failure, and take care of 
those on our doorsteps who are sick, until medicine has learned how to prevent 
the disabling effects of disease. We are ready to support intelligent programs to 
provide adequate funds in the field of preventive medicine. In fact, the Armmerican 
Legion has made substantial donations of its own funds in the fields of preventive 
medicine insofar as it obtains to tuberculosis, to the field of mental health, and 
to the crippling effect of organic heart disease. However, we see nothing in 8. 1140 
which would make provision for greater funds for preventive medicine. 


S. 1140 is admitted to be an untried, experimental effort 

As regards the solution, witnesses for the so-called National Doctors’ Committee 
for Improved Federal Medical Services admit they do not have the solution. 
They feel that a unified Federal medical service is the answer—at least as an 
experiment. The Legion feels it is not desirable to scrap three great Federal 
medical systems. Proper coordination, without doing violence to the basic types 
of medicine being practiced, lies in the creation of a vitalized Federal Board of 
Hospitalization, with adequate power to correlate and coordinate the Federal 
hospital program. The so-called Doctors Committee, while professing a desire 
to improve Federal medical service, seems concerned that “safeguards are set up 
and steps taken to keep Federal medicine within reasonable limits.” 

It appears to us in the Legion, that the proponents of this legislation have 
attacked the problem in three phases: First, legislation previously introduced 
providing for a United Medical Administration. It was stated at that time that 
it was not the intent to deprive the veteran of care to which he is entitled under 
the law. The second phase appears to be 8. 1140, the creation of a national 
Department of Health. Even this pending legislation is not thought to be the 
full answer by the so-called National Doctors Committee To Improve Federal 
Medical Service. We wonder whether in their attempt to solve the problem, 
they are not entering a third phase, i. e., to effect economy at the expense of 
eliminating Federal hospital services for the so-called non-service-connected 
veterans. 

One cannot help but feel that this is true, in view of the criticisms directed at 
the non-service-connected admissions to veterans hospitals, and the appendix A 
to the statement by Dr. Samuel Arthur Garlan, which lists typical remarks re- 
ceived by Dr. Robert C. Page, chairman of the so-called National Doctors Com- 
mittee for Improved Federal Medical Services. Many of the Garlan remarks 
have to do with eliminating non-service-connected cases from veterans’ hospitals. 
Is S. 1140 designed to do this, or is it an opening wedge to accomplish this in the 
interest of economy, or is it administrative economy that is desired? 


Errors in reporting status of hospitalized veterans are shown 


In closing, I cannot help but take issue with the first comment listed coming 
from California, stating, “about 80 percent of the beds at Fort Miley, San Fran- 
cisco, are filled with non-service-connected disabilities, most of whom could and 
should pay for private care. Vet medicine has become a political racket.” 

We wonder what experience the author of this statement has had with veteran 
medicine. He offers no factual statistics to support his complaint. This state- 
ment had previously been given wide circulation in a series of three articles re- 
printed from GP, published by the American Academy of General Practice and 
circularized in pamphlet form. (We have been advised that the academy takes 
no responsibility for the accuracy of the articles.) 

We were amazed at such a statement, and proceeded to make a fact-finding 
survey. A sampling was made of 97 consecutive patients in this hospital covering 
all types of cases. It was found that 25 of the 97 had such advanced permanent 
disease processes and so little, or no income, as to be classed by the Veterans’ 
Administration as eligible to receive non-service-connected permanent and total 
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disability pension. Six of them had service connection for other disabilities. 
Fourteen had service-connected claims pending. Thirty-three had non-service- 
connected permanent and total claims pending. Only 19 of the 97 cases had no 
compensation or pension claims filed. 

As to employment, 30 of this group were not employed; 2 were on civil service 
retirement; 1 had temporary employment, and 1, part-time employment; 9 
were self-employed; 3 were on sick leave from their jobs, and 51 had employment 
but their income had stopped when they entered the hospital. 

It is interesting to note that 28 of this group of 97 stated that prior to their 
hospitalization by the Veterans’ Administration they had the ability to pay 
for hospitalization, but applied to the Veterans’ Administration when their 
insurance coverage or private funds, or both, become exhausted. This group of 
veterans expended $132,579 on private medical care and hospitalization before 
seeking Veterans’ Administration hospitalization. 

Time will not permit us to cite the full circumstances of all of these 28 cases but 
I think it appropriate to cite a few of them. 

Case No. 1: Chronic arthritis and hypertension, last employed 1949, expended 
$2,000 prior to exhausting entitlement to physician’s care (California Physicians 
Service) and hospital benefits before applying to the Veterans’ Administration for 
hospitalization; now drawing permanent and total non-service-connected pension. 

Case No. 5: Chronic nephritis, expended $1,000, last employed 1950, applied 
to the Veterans’ Administration when funds were exhausted; now drawing perma- 
nent and total pension. 

Case No. 7 Carcinoma of lung, expended over $1,000 since onset cf illness 1 year 
ago and had to leave a private hospital when his funds were exhausted; now draw- 
ing permanent and total pension. 

Case No. 14: Arthritis, chronic, 9 years’ duration and a herniated intervertebral 
disk, spent $14,000 in several hospitals in the east before coming to California; 
now drawing permanent and total non-service-connected pension. 

Case No. 15: Chronic arthritis of 20 years’ duration, spent $17,000 since 1932, 
and now unable to pay; now drawing permanent and total pension. 

Case No. 22: Arthritis, chronic, of 4 years’ duration, spent $300 and also ex- 
hausted all group insurance benefits with the Omaha insurance group and applied 
to the Veterans’ Administration. He is also drawing 21 percent for another 
service-connected disability. 

Case No. 23: Arthritis, chronic, of 344 years’ duration, and hepatitis. Ex- 
pended $1,500 before he became unable to pay for his care, and applied to VA 
hospital. Is a self-employed veteran with two dependents, and has had no income 
since hospitalization. He has a service-connected claim pending. 

Case No. 24: A brain tumor patient who expended $260 and had to leave a 
private hospital when funds ran out. He previously had a part-time post office 
job. He has a non-service-connected permanent and total claim pending. 

Case No. 25: Detached retinae and cataracts of 2 years’ duration, expended 
$750, used up his sick leave with the State of California, and hospital and medical 
benefits with the California Physicians Service. When all these were exhausted 
he applied to the VA for hospitalization; has a permanent and total pension claim 
pending. 

Case No. 26: Buerger’s disease of 18 months’ duration; spent $400, and ex- 
hausted group insurance benefits before applying for VA hospitalization; perman- 
ent and toial pension claim pending. 

Case No. 33: Fractured back on October 11, 1951. Spent $150 for hospitaliza- 
tion in a private hospital October 11 to October 13, 1951. The hospital had no 
beds and he slept in the X-ray room before his transfer to a VA hospital; unable to 
pay for hospitalization; permanent and total nonservice pension claim pending. 

Case No. 36: Fractured spine on September 1, 1951, spent $1,200 in private 
hospital and when this and his insurance policy benefits were used up, applied to 
Veterans’ Administration; permanent and total pension claim pending. 

Case No. 46: Arthritis, chronic, 5 years’ duration, and carcinoma of the pros- 
tate; expended $27,000 for private hospital and doctors, and applied to VA when 
he became financially unable to care for self, 

Case No. 52: Chronic cardiac of 2 years’ duration, expended $3,000 and when 
funds and hospitalization insurance were exhausted, applied to the VA for hos- 
pitalization; claim for permanent and total pension pending. 

Case No. 90: Suspected carcinoma, is a widower, age 56, expended $16,000 
due to illness of wife since 1948; now unable to pay. 

Case No. 92: Chronic cardiac, age 62, disabled for 1 year, was in private hos- 
pitals, and when group hospitalization entitlement expired and used up $700 
of his savings, he applied to the Veterans’ Administration for hospitalization. 
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I could go on and cite other cases and give you the break-down of the cases, 
according to disease classification, but this would take considerable time. I 
believe the facts elicited in this survey of these 97 cases refute the argument that 
most of these patients ‘‘could and should pay for private care.’’ 

Unless factual surveys are made to prove allegations as made, we will continue 
to consider them as generalized statements, made entirely from hearsay, and not 
worthy of acceptance. 

Dr. Suaprro. You know, a great deal has been said by the previous 
witnesses about the uncontrolled growth of medical services in Federal! 
hospitals. 

Now, how will S. 1140 control the growth, unless vou want to take 
away benefits? 

As I have put it in my statement, the factor is this: You have a war, 
or an expedition, as we now have it, or police action, and you have a 
certain number of men engaged in it, and you are going to get a 
certain number of American disabled. The military are going to have 
to take care of these men who are disabled. So vou cannot control the 
military hospitals taking care of these things. 

So, as a result of these things, these men come out as veterans. So 
the number of veterans depends upon the number of Americans who 
serve in times of war, or police actions, or what have you. 

Now, how is 5. 1140 going to control the beneficiaries, as long as the 
basic laws are on the statute books? You have to take care of the 
military personnel. You have your basic entitlements for veterans’ 
benefits stated, and within the limits of available beds, you take care 
of them. 

So I do not see how S. 1140 is going to control the beneficiaries to 
be served, unless they are fearful that some beneficiaries will be added; 
and we are fearful about that, too, as Mr. Cliff has stated, because 
the beneficiaries are not so clearly defined, and if it becomes all- 
embracing, we are headed for socialized medicine, and certainly the 
American Legion does not want that. They are fearful, these people 
that have testified, and I can see their fear, of uncontrolled, as they 
call it, Government medicine. 

But as far as the present beneficiaries are concerned, the veterans 
and the military and the merchant seamen, I think that control is by 
the number of people who participate in this work. 

So I did want to comment on that. 

Then, as another thing, they mentioned the maldistribution of 
medical manpower and hospitals around the country, and seemed to 
blame that on the Government, on the Federal medical services. 

Well, I am a member in good standing in the medical profession, 
and I think the medical profession is trying to do the best it can to 
take care of the people in this country, and I think we are doing the 
best job of any country in this world. But the maldistribution of 
hospital and medical facilities does not exist in the Federal service 
alone. 

As a matter of fact, I think they exist even more so in our civilian 
economy, where there are certain communities and States which have 
all the doctors and hospitals required for every kind of specialty, and 
you have other States with inferior types of services, especially in the 
public hospitals. I am not speaking of the private practice of medi- 
cine. Or you do not have specialists in all fields. That is why 
people travel to go to the Mayo Clinic in Minnesota and to Johns 
Hopkins; because they can’t get those facilities in their communities. 
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So, I don’t see how S. 1140 is going to see that there is a better 
distribution of medical manpower or hospitals. You certainly don’t 
provide for the drafting of the doctors in civilian life and say, ‘‘Well, 
we do not have enough psychiatrists in New Mexico. Some of you 
psychiatrists from Washington and Baltimore ought to go over there.” 
That is pot provided for. And if it was, we would be opposed to it. 
That is socialized medicine. 

So I don’t see how 8S. 1140 is going to control the maldistribution of 
hospitals or medical manpower. As a matter of fact, Federal medi- 
cine has brought some sorely needed hospitals and various types of 
specialties into communities that never enjoyed them before, in some 
instances. 

Now, again the question of eligibility for medical care has been 
mentioned, with this second basic problem that they state, that the 
Government is obligated—lI want to stress that—obligated to provide 
some whole or part care for 28 million citizens, and because there are 
nineteen-million-and-some-odd veterans, they are addressing them- 
selves to the veterans’ problems. 

I do not see that the Federal Government is obligated to take care 
of 19 million veterans. The Federal Government is obligated to take 
care of the service-connected case, or order a man into a hospital where 
he has a claim pending, and within the limits of the available beds they 
are going to take care of those veterans who are found eligible and who 
have a need, and for whom there are facilities. I do not think the 
Legion has ever advocated that every veteran get care, although this 
new committee print you have seems to indicate that the proponents 
of the legislation want that done. 

We just want to indicate that within the limits of the facilities the 
Government has, if a man is unable to be taken care of elsewhere, he 
should be taken care of. 

But as to using this red herring of 19 million veterans to be taken 
care of, I will savy this much: From my own experience, from being 
connected with a university hospital and from my veteran acquaint- 
ances, | know that most of them go to private hospitals and to private 
doctors. 

Senator UnpERwWoop. Doctor, how many veterans are being given 
medical attention today under the Veterans’ Administration? 

Dr. SHaprro. Well, there are a little over a hundred thousand in 
the veterans’ hospitals today. 

I will give you the exact figures. 

As of January 31, 1952, the Veterans’ Administration had an au- 
thorized bed capacity of 119,052 beds. 

And here is another thing that I want to mention, where I think 
in Dr. Klinefelter’s statements, he gives the number of operating beds 
and indicates what the Citizens Committee found, their percentages 
of utilization, as compared to the Veterans’ Administration per- 
centages. 

Well, these gentlemen could have got that. The Veterans’ Admin- 
istration puts that out as not restricted information in Form 10-921. 
And of the authorized beds, we have 119,052, as against operating 
beds of 109,991. 

In other words, when they open a new hospital, they may activate 
a hundred or 250 beds, and then gradually build it up; or as new 
construction comes in at one hospital, some hospital that had been 
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in existence before, certain beds or wards have to be renovated and 
brought up to date. They cannot always be operating all of the 
authorized beds. So they have approximate ‘ly 110,000 operating beds. 
And they bad at that time 100,598 patients. 

Now, as far as bed utilization is concerned, I want to bring that up, 
too. I have checked with the American Hospital Association, with 
Admiral Sutton, a medical man who is their secretary in town here, 
and we find that the civilian hespitals of this country over the past 
few years have averaged 75 percent or less of their capacity. 

You know, just because vou have, say, a thousand beds does not 
mean you always have a thousand beds available. You may have a 
few empty beds in your tuberculosis service. You are not cong to 
put mental cases or orthopedic cases in tuberculosis beds. Or you 
may have your orthopedic ward not full, but you cannot put pneu- 
monia or heart cases in there. 

That is the reason a hospital ordinarily is considered to be running 
at good efficiency if it runs at an 85 percent occupancy. And, as a 
matter of fact, it is my understanding that the Bureau of the Budget 
allows the Veterans’ Administration funds for only 85 percent occu- 
pancy of their beds. It does not provide for funds for the full hundred 
percent occupancy. 

So as far as the percentage figures are concerned, there are approxi- 
mately 100,000 men being hospitalized in veterans’ hospitals at any 
given time right now. When the full construction program that has 
been authorized by the Congress and is being built now is completed, 
there will be a total of 131,000, roughly, Veterans’ Administration 
hospital beds, including all categories, with most of them in the mental 
and tubercular categories. 

There is one final thing that I want to say. You know, we were 
very much disturbed at some of the testimony that was presented 
recently by this National Doctors Committee for Improvement of 
Medical Services. 

Now, may I have just a couple of minutes? 

Originally, the United Medical Administration bill was advocated 
by the Citizens Committee, and it was stated that it was not the 
desire to deprive any veteran of any of the benefits of hospits alization. 
And then this Department of Health bill came in, and interestingly 
enough, in it there was a provision that this Department at all times 
had beds available for service-connected cases. So as we saw it, that 
was a restriction. And when they noted our objections, the com- 
mittee print comes in now opening it wide, even beyond what we 
have now. 

Now, we wonder if the real purpose of this attack is not contained 
in the yellow appendix A to the statement made by Samuel Arthur 
Garlan, coming as the feelings of the doctors throughout the country, 
as received by Dr. Robert C. Page. And as I go through it, about 
every other comment is “‘get the non-service-connected out of the 
hospitals.” And in the testimony by Dr. Garlan, he mentions in 
here, on page 7 of his testimony, that according to the 1950 Annual 
Report of the Veterans’ Administration, there were so many service- 
connected and non-service-connected, indicating that 87 percent of 
the admissions were non-service-connected. 

Well, how is 5. 1140 going to change it, unless you are going to 
knock these beneficiaries out? And to me it seems that it is becoming 
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quite apparent that what they are getting at is an attack on the 
non-service-connected, at least from this segment of the proponents 
of this legislation. 

Now, I was very much upset at the first comment there, coming 
from California, about 80 percent of the beds at Fort Miley, San 
Francisco. That is a Veterans’ Administration hospital. The state- 
ment was that 80 percent of the beds are filled with non-service- 
connected, most of whom could and should apply for private care. 

The statement is that ‘‘veterans medicine has become a political 
racket.” 

I just wonder about that “racket.” I have been going through 
veterans’ hospitals for many years, visiting them, and I know the type 
of patients they have. And in there I have found that most of the 
patients could not pay. And to get the statement that most of these 
patients in the hospitals—which would mean to me more than 50 
percent—could and should pay for their care seemed unbelievable to 
me. 

So we had a survey made by one of our field secretaries, a survey of 
97 consecutive cases. And we have in my written testimony some- 
thing to show you actually just what happened there. And I wish that 
people who make statements like that would back them up with 
statistics. 

There is just one thing I want to mention, that 28 out of these 97 
cases had ability to pay for private hospitalization and private medical 

care, and many of them carried insurance both for hospitalization and 

doctors’ care. But these 28 applied when they exhausted all of their 
entitlement at private sources, and some of them were moved out of 
private hospitals into veterans hospitals, and, as I brought out, this 
group who never went near the Veterans’ | Administration until they 
had exhausted their resources spent $132, 79 before they applied to 
the Veterans’ Administration. Out of the Of, 5 were already drawing 
permanent and nontotal service-connected. nen of them were in 
there for claims, and there were just a handful where there can be 
any question about their ability to pay, or their full circumstances 
were not known. 

I thought that this part of the attack on Veterans’ hospitalization is 
illuminating to us, because of this thing about the non-service-con- 
nected. And again I say: How will S. 1140 in any way cure it, unless 
administratively you are going to limit the number of beneficiaries, or, 
as is brought out on this legislation—and this hasn’t been touched on 
by any of the other people— ee is temporary legislation, just to be 
in existence until the end of a year, at the end of which they will come 
in with a permanent plan as to al this United Medical Service is 
to be. 

I want to close with this statement, that every one of the proponents 
of this doctors’ committee that came in here admitted that S. 1140 was 
not the answer. They say they don’t know the answer. 

If they don’t know the answer, why do they want to apply the cure? 
They sav they don’t know whe ther the solution is S. 1140 or whether 
other bills should be written. The legislation before vou, they say, is 
not the full and complete answer. But they want to change. And at 
the end of the year, that is what we are afraid of, what will come out? 

Senator O’Conor. I should note, Doctor, that in order to have the 
benefit of all of your views, we shall insert your statement at the be- 
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inning of your testimony; and then, of course, the questions that 
ollow will be more readily understandable in the complete record. 

General Taylor? 

General Taytor. Mr. Chairman, we have with us the director of the 
National Legislative Committee, Miles Kennedy, who will place in the 
record the statement of Dr. Rowntree, and T. O. Kraabel, the director 
of the National Rehabilitation Commission, who will place in the 
record his own statement. 

I wish to express to your our deep appreciation for this very, very 
fine hearing we have had on this bill. 

(The statements referred to are as follows:) 


STATEMENT OF LEONARD G. RownTREE, M. D., Cuarrman, Mepicat ApvVIsORY 
BoarbD, THE AMERICAN LEGION 


Mr. Chairman and members of the committee, from personal experience I am 
qualified to discuss 8S. 1140, desling with the medical care of the veteran. For 
more than 8 years I have served as chief medical advises of the American Legion, 
and for 6 yea’s as chief consultant to the Veterans’ Administration Hospital in 
Corel Gables, Fle., end aes chairman of the Deans committee in chavee of medical 
teaching and the residercy training: procrem in thet institution. I can also speak 
with authority, I believe, on the care of the sick in geneval, since it has fallen to 
my lot during the last 47 vee7s to practice as a general practitioner, to be a re- 
search worker in the laboratory, and later director of the Philadelphia Institute 
for Medical Research, to be a professor of medicine at Johns Hopkins end the 
University of Minnesota, and to be chief of medicine and senior consultant to 
one of the greatest medics.| clinies (Mavo). 

During the first Wovld War I served ss a commissioned medicel officer (lieu- 
tenant colonel) with the Air Force, and during World We, IT I served (as colonel 
throughout under a Presidertial appointment as Chief of Selective Service, Medi- 
cine, and was awarded the Nation’s highest ewerd to a civilian—the Medal for 
Merit. 

It is always better to speak of things whereof one knows. Hence I will speak 
from personal knowledge gained during this last 6 years es chief consultant 
and chairman of the Deans committee in the VA Hospital at Coral Gables, Fla. 
What is said concerning this hospital doubtless applies tomanv more. I can state 
positively that the medical service in the Veterans’ Administration Hospital in 
Coral Gables, about which I am thoroughly info-med: 

(1) Is second to none in quality for our community. 

(2) That it is limited to those who are eligible and in need of hospitalization. 

(3) That it is less costly than similar services in our municipal and good private 
hospitals. 

(4) That it is carried on satisfactorily in a converted hotel (Biltmore), acquired 
at a ridiculously low cost (by transfer from the Army). To reduplicate same, it 
is estimated, would cost $10,000,000. 

(5) That it was running from 101 to 107 percent of its authorized capacity 
(450 beds) and by direction this has had to be reduced by 85 percent 

(6) That it is in need of immediate expansion—neuropsychiatriec beds are 
needed sorely, and there are vets enough to fill 500 to 1,000 beds 

(7) That the hospital is efficiently and economically administered, comparing 
favorably with the Hopkins and Mayo clinic hospitals. 

(8) That abuses by well-to-do veterans are at a minimum and only two 
instances have come to my attention in the last 6 vears. 

The only criticism of this hospital that I can offer is that the authorities are 
compelled to apply too close screening of applicants seeking medical aid. 

We are compelled to refuse admission to many people who are in dire need of 
hospital care. Ninety to 100 applicants daily knock at our doors. It is true 
that there remain 100 empty beds, not as yet authorized for patient occupancy, 
not because of inability to staff such beds but because of lack of funds to hire the 
additional personnel. If such funds are forthcoming the hospital will immediately 
function to capacity at a cost per bed well below that of our local municipal 
hospital. 

Please note that the occupancy was reduced by order from Washington and 
that 100 beds are unoccupied because of lack of funds, and that medical and other 
personnel are available but that funds are lacking. 
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In the Veterans’ Administration hospital at Coral Gables I have encountered 
no apparent waste. Further significant economy is possible only at the cost 
of reduced quality of service. Moreover until our own veterans’ needs are 
cared for this hospital service should not be shared by others. I would liké to 
state that I can see no way in which a Department of Health would improve 
our medical service one iota or lower its cost except at the expense of quality. 

What is true of the hospital at Coral Gables will be found true in many if not 
most of the other Veterans’ Administration hospitals, and especially in all teach- 
ing or Dean committee hospitals. 

Who receives medical care in the Veierans’ Administration in Coral Gables? 

(1) Only the sick veterans, colored and white, who are adjudged eligible by 
laws of Congress. 

(2) The veteran who is halt, lame, or blind. 

3) The veteran whose body is shattered by wounds or undermined by disease. 
(4) The veteran whose intestines are tattered from previous dysentery. 

(5) The veteran whose lungs are riddled with tuberculosis. 

(6) The veteran whose heart valves have sprung leaks. 

(7) The veteran whose nerves are jittery and on edge. 

(8) The veteran whose mind has become unhinged or diseased. 

(9) The veteran who is worn out—senile. 

These are the people I see daily in the Veterans’ Administration, and these are 
the people who can be found in most any Veterans’ Administration hospital. 
Now I ask you, is this the place for a great nation such as ours to exercise penny- 
wise economy? Are these the people to be displaced if their beds are to be shared 
by others? Once you have grasped this picture, I believe you will decide to leave 
the Veterans’ Administration as it is, feeling well satisfied that it meets the needs 
and at a cost that is reasonable. 


S. 1140—H. R. 3305—H. R. 3688 

As you may have surmised, I am utterly and unalterably opposed to the pro- 
visions of S. 1140, since it abolished the medical service of the Veterans’ Adminis- 
tration, and provides no special improvement for the care ef the veteran, lumps 
the medical problems of Federal medicine, and attempts to evade them by re- 
moving this program from competent hands and placing it in the hands of those 
less competent. In dealing with this bill I will speak of the medical aspects, and 
then only with regard to its most objectionable features. 

Section 5 (a) (2) states “the Department of Medicine and Surgery of the Vet- 
erans’ Administration, all hospitals of the Veterans’ Administration, all facilities 
of sueh Administration for out-patient service to veterans, and all the functions 
of the Veterans’ Administration and the Administrator of Veterans’ Affairs in 
relation to the foregoing,’’ shall be transferred to the proposed Department of 
Health. 

The Veterans’ Administration was set up by Congress after World War I to 
administer the affairs of veterans. It was consolidated under one head on the 
insistence of President Hoover for reasons “of efficiency and economy.’ After 
World War II the needs of the veteran were again carefully appraised by a num- 
ber of agencies, including the Federal Board of Hospitalization, and finances 
were authorized and allocated by a grateful Congress representing a grateful 
nation whose liberty the veteran has valiantly preserved. A new and _ better 
regime was inaugurated, including better care for the sick, active participation 
in medical research and a teaching (residency) program for the training of young 


doctors. 

As the result of the actions of Congress, the Veterans’ Administration in good 
faith entered into contractual relatio: ships with the medical profession whereby 
they enlisted the aid of leaders in the profession. ‘The medical service of the 
Veterans’ Administration, which was second or third-rate at best, within the 
past 7 vears has been converted into a first-class service, second to none medi- 
eally. For the first time the veteran is now receiving the type of medical service 
that he has needed and wanted and which he has paid for in advance by his serv- 
ice, and which was provided for and granted by Congress. 

As stated by Admiral Joel T. Boone, Chief Medical Director of the Veterans’ 
Administration: 

“The Department of Medicine and Surgery is the logisties support to the 
Veterans’ Administration as a whole. It is just as indivisible (and it is indivisible 
as the Medical Department of the Army or the Navy is to the Army and the 
Navy as a whole. In other words, the Medical Department of the Army and of 
the Navy are the logistics support for the Army and the Navy. 
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“The Department of Medicine and Surgery, personnelwise, is the largest 
segment of the Veterans’ Administration. In the Department of Medicine and 
Surgery there are approximately 126,000 of the 182,000 personnel employed in the 
Veterans’ Administration, There is, and must be maintained, immediate inter- 
relationship of all departments of the Veterans’ Administration. 

‘"To remove the Department of Medicine and Surgery and place it in an agency 
separate and apart from the Veterans’ Administration would not only be to dis- 
member it but would remove one of the main stones of the great archway which 
supports governmental service to veterans.”’ 

And now we the people and you the lawmakers are told by a reorganization 
committee that the service is ‘‘wasteful and inefficient”? and that for reasons of 
economy the Department of Medicine and Surgery of the Veterans’ Adminis- 
tration should be abolished as such and made a part of a Department of Health. 
This bill constitutes a breach of faith. It breaks faith with the veteran, with the 
people of these United States still free, through the veterans’ efforts with the 
Veterans’ Administration, and the medical profession. Such a breach of faith 
undermines the integrity of the Nation and the confidence of the people in its 
Government. In my opinion the answer is ‘No.’ It has taken 30 years to 
reach this peak of service. Keep it the e. Under this proposed Department of 
Health it may never again reach the same high level. 

The talents and professional experience of the outstanding men of medicine, 
medical institutions of learning and clinies, were sought by the Veterans’ Adminis- 
tration for service to care of veterans. This was the premise upon which they 
were asked and upon which they accepted. 

And now about the other medical services involved. They also are accused of 
inefficiency and wastefulness. It has been my privilege to serve in the Brmp of 
the United States as enlisted man and as officer in the Air service as executive 
officer for the medical laboratories abroad in France and in Washington, and to 
enjoy close and intimate friendship with several of the Surgeons General of the 
Army, Navy, and Public Health Service 

After the marvelous services these organizations all performed, in war and in 
peace, it is disturbing and shocking to read so many vicious attacks on the part of 
the advocates of this bill as to their inefliciency and wastefulness 

Such attacks are entirely unwarranted and unjust, for each of these systems 
has performed national service of the first order. No country in t] 
the past has ever had more brilliantly efficient results. The quali 
has been of the highest, and it evidences poor appreciation to even 
false accusations. 

The system employed by them has given us competent leadershiy 
doctors who have headed these organizations should not be demot oO secondary 
or subordinate positions. The professional military officer who becomes Surgeon 
General of his branch of service is almost invariably the best trained ar he 
competent man in the Nation for that job. 

He is selected for it because the department heads recognize his 
and leadership, and he is placed in charge of the organization in w 
developed, and served with distinction. 

Certainly this system should not be abandoned until a better on 
tried, and proved more effective. Certainly the answer to our né 
medicine is not propounded in this bill 8. 1140. 

Gentlemen, these are my honest convictions based on nearly a 
in the practice of the healing art. This Nation faces many issues 
involving health. Let us not evade these issues. Let us face then ly. 
These issues need more investigation, more study. 8S. 1140 reflects zeal but no 
wisdom. Let us pot act until we know the answers. 5. 1140 is not the 
The bill no more meets the needs than did its predecessor S. 2008 
S. 1140 you will make no mistake. 

There is one step that, in my opinion, should be taken now. 

a Federal Board of Hospitalization is a logical step. Such a Board may \ 
able to indicate other wise steps along the road of progress. 

In my opinion, the recommendations of the Hoover Commission so far as 
concern medicine are based on insufficient knowledge of existing needs, are 
inadequate in scope, unjust in principle, and unsound in the solutions they offer 
toour problem. 8. 1140, based on these recommendations, sets up a new executive 
Government agency, the Department of Health. It provides authority for this 
new organization to take over and rup (with minor exceptions) all Federal medi- 
cine in this country, with such advice as the Secretary of Health can obtain from 
special committees and an advisory board. All career men ki » specific 
needs of their special services, are qualified to direet these services, but will be 





170 ESTABLISH A DEPARTMENT OF HEALTH 


relegated by this bill to an advisory capacity. This bill makes all our present 
medical leaders in these services subservient to political appointees, be they what 
they may. This act, in one quick, careless step, will break faith with the veterans 
who preserved our liberty, and will wipe out the identity of several Federal 
agencies of which our Nation is justly proud. It will weaken and destroy the 
morale that made these organizations great. It will commit multiple and irrev- 
ocable errors that even time and experience may not be able to remedy. 

If we need change in our Federal medicine—let such change be based on ade- 
quate, prolonged, and unbiased investigation, on truth and the truth only (not 
warped and prejudiced statements). Let it be just within the frame of existing 
organizations, and above all let it provide superior medical care to all in need 
who are entitled to such care. 

In my opinion, ‘your committee would be just as wise to turn down this bill 
(S. 1140) as your committee was 2 years ago in denying approval to the bill then 
under consideration. This bill is not the answer to the medical needs of this 
Nation. 


STATEMENT OF T. O. KRAABEL, DiREcTOR, NATIONAL REHABILITATION Com- 
MISSION, THE AMERICAN LEGION 


Mr. Chairman and members of the committee, my name is T. O. Kraabel, 
director of the National Rehabilitation Commission of the American Legion. 
I have been engaged in various phases of veterans’ service and rehabilitation since 
January 1, 1925, and have served as director of the National Rehabilitation 
Commission of the American Legion since April 1941. There are two or three 
points I would like to stress in our testimony on 8. 1140. 


CONDITIONS FOLLOWING WORLD WAR I 


The return of the 444 million veterans of World War I, and the care of the sick 
and disabled of that group, soon brought to the attention of the American people 
the inadequate provisions of the Federal Government for the care of these vet- 
erans. Conditions became so bad that shortly after assuming office early in 1921 
the then President of the United States appointed a committee of prominent 
citizens to make a “‘thorough investigation and report, with recommendations, to 
the President as to what should be done to correct the entire situation.” 


SPECIAL PRESIDENTIAL COMMISSION ON VETERANS’ MATTERS 


The members of that committee were: Charles G. Dawes, chairman; F. W. 
Galbraith, Jr.,. Mrs. Henry R. Rea, Theodore Roosevelt, Mabel T. Boardman, 
Henry 8. Berry, Thomas W. Miller, Milton J. Foreman, T. V. O’Connor, Franklin 
D’Olier, John L. Lewis. A few of the findings and conclusions of that committee 
are listed herewith: 

“Three distinct and separate governmental agencies without a common au- 
thority were created for and are now engaged in executing the laws for the relief of 
the disabled; namely, the Bureau of War Risk Insurance, the Rehabilitation Divi- 
sion of the Federal Board for Vocational Education, and the United States Public 
Health Service. The result is that the ex-service person finds it extremely difficult 
to obtain the prompt, generous, and sympathetic treatment which the Congress 
and the country intended he should receive. 

“It is apparent that such confusion and inefficiency are the results of the 
present,distribution of responsibility among the three main Government agencies 
designated by law to carry out the various services to veterans, and the utter 
lack of central control over these three agencies and such other cooperative govern- 
mental departments and bureaus as have been utilized in carrying out the purpose 
of legislation. 

‘Lack of provision for hospital construction to provide facilities commensurate 
with the proved and declared needs of the immediate future and for some years 
to come has been of such a degree as to prevent even the most willing cooperation 
among Government departments from providing hospital and medical care so 
distributed as to place and quality of service to accommodate the invalid wards 
of the Nation. It is clear that, although additional beds in hospitals maintained 
by the several departments of the Government are available, complete use of them 
has not been possible by reason of certain fundamental limitations, chief of which 
is the lack of legal authority to secure adequate medical nursing and other hospital 
personnel. 
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“‘The resources of the United States which were made available for the care of 
the men in the service have not yet been fully availed of or thoroughly mobilized 
so that the ex-service beneficiaries could have had at their disposal the best that 
the medical and associated professions could provide throughout the United 
States.” 

Upon the basis of these and several other findings set forth in the full report, 
the committee was unanimous in offering seven specific recommendations, of which 
the following are quoted for the purpose of this summary: 

1. That there be created the Veterans’ Service Administration, and that there 
be transferred to it the Bureau of War Risk Insurance, the Rehabilitation Division 
of the Federal Board for Vocational Education, and such part of the Public Health 
Service as is necessary in dealing with the beneficiaries of the Bureau of War Risk 
Insurance and of the Rehabilitation Division of the Federal Board of Vocational 
Education, 

2. That the law creating this administration be so drawn that all of the present 
inconsistencies in the various laws creating and affecting the three agencies trans- 
ferred shall be eliminated, that full authority be given to the director general to 
decentralize all activities, and particularly that no statutory limitations with 
respect to the number and salaries of the employees he is authorized to engage, 
within the limits of the appropriations, be incorporated. 

3. That an immediate extension and utilization of all Government hospital 
facilities be put into effect, together wtih the mobilization of such civilian medical 
services as may prove practical. 

4. That a continuing hospital-building program to provide satisfactory care for 
the disabled veterans of the World War be entered upon at once. 

5. That, in addition to the recognized medical and educational services now 
provided by the Government, such humanizing services be provided in the district 
offices and in cooperation with private agencies in the homes of the beneficiaries 
as will give these beneficiaries not only financial aid and the medical and educa- 
tional services at present provided for bv law but such helpful neighborliness in 
their contact with the Government as will make them feel that the whole Nation 
is intimately concerned in their welfare and rehabilitation. 

6. No emergency of war itself was greater than is the emergency which confronts 
the Nation in its duty to care for those disabled in its service and now neglected. 

7. The man to whom this important mission is intrusted by you will receive in 


the performance of his arduous duties the wholehearted and enthusiastic support 
and cooperation of all veterans and all other patriotic Americans. No Cabinet 
officer or Assistant Secretary burdened with other duties should be the one to 
whom the man charged with the welfare of the disabled saviors of our country 
should report. He should report directly to the President. His place should be 
held in the public esteem as one of the greatest honors that the President can 
bestow, as the service he can render should be of untold value to the Nation. 


CREATION OF THE VETERANS’ BUREAU 


The result of the findings and recommendations of this special Presidential 
Commission was the introduction, consideration, and passage of legislation estab- 
lishing the United States Veterans’ Bureau. This law is Public 47, Sixtv-seventh 
Congress, and was approved on August 9, 1921. 


“VETERAN” IS THE THEME 


Here we find the United States Government establishing the policy of having 
an independent, unified agency to handle the affairs and administer the benefits for 
the American veteran. We have in mind that the potential veteran population of 
that day was less than 5,000,000. The experiences and administration of this 
new arrangement for approximately a decade prompted the President of the 
United States in December 1929 to recommend further consolidation of Federal 
activities with the Veterans’ Bureau to create the Veterans’ Administration. 
Again the theme ‘‘veteran’’ persists to identify the program of the Federal Govern- 
ment for those who have served in defense thereof. 


VETERAN POPULATION OF TODAY 


The returning veterans of World War II increased more than fourfold the 
veteran population of the country. The system established in August 1921 and 
reaffirmed in July 1930 of a single Federal agency to administer veterans’ benefits 
was given its supreme test. The impact of rapid demobilization did rock the 
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Veterans’ Administration and temporarily bog down its services. Notwithstand- 
ing inadequacies and delays which ensued, the agency did emerge, reorganized and 
expanded, to carry on with its gigantic program. 


EMPHASIS UPON MEDICAL AND HOSPITAL CARE FOR VETERANS 


Some weeks before the outbreak of World War II the American Legion at its 
national convention in Milwaukee, Wis., considered and approved the now famous 
resolution 528, set forth in detail in another portion of this testimony. Although 
committees of outstanding physicians and surgeons sitting as referees upon the 
proposals of this resolution on three different occasions substantially confirmed the 
intent and purpose of the mandate, it was not until the close of hostilities of World 
War II that the VA took action. The results and build-up of the medical and 
hospital services in the VA since that time are well known by and documented for 
all those interested in the veterans of this day. The fact that 650,000 veterans of 
the Korean hostilities are back home, and untold thousands are vet to come, 
points up in a challenging manner the need for conserving and maintaining the 
high quality of medical and hospital care now practiced in the Veterans’ Admin- 
istration. 

Perfection has not been attained. It never is in any human enterprise. How- 
ever, the program of medical and hospital care for veterans has attained an all- 
time high, and the American Legion is intent that it be so preserved under and 
within a single Federal agency administering veterans’ benefits. 


AMERICAN LEGION RESOLUTIONS ON MEDICAL AND HOSPITAL CARE 


Mr. E. V. Cliff, chairman of the national rehabilitation commission; Dr. L. G. 
Rowntree, chairman of the medical advisory board to the commission; Dr. Win- 
fred Overholser, a member of that medical advisory board;and Dr. H. D. Shapiro, 
senior medical consultant on the staff of the commission, have all gone into 
detail on the reasons for the American Legion’s opposition to any legislative 
proposal that would divest the Veterans’ Administration of its largest and most 
important division; viz, the Department of Medicine and Surgery. It would 
be my purpose to supplement what they have said by recording with this com- 
mittee some of the more recent resolutions and mandates which our organization 
has approved at its last two national conventions: 

Resolution 13, Los Angeles national convention, 1950, urges the Executive 
Office of the President and the United States Congress to reestablish a Federal] 
Board of Hospitalization 

Resolution 21, Miami national convention, 1951, calls upon Congress to appro- 
priate sufficient funds to activate new VA hospitals and maintain the present 
high standard of care. 

Resolution 193, Miami, secure sufficient number of beds for so-called nursing- 
care cases at all VA hospitals 

Resolution 232, Miami, endorses present arrangement whereby certain dis- 
abled of the Korean hostilities are cared for in specialty centers of the VA, and 
calls upon the Department of Defense to make available to the VA for veterans 
such additional beds as it can spare. 

Resolution 290, Miami, calls upon the Administrator of Veterans’ Affairs to 
make a cemplete survey of future needs for hospitalizing veterans. 

Resolution 390, Miami, urges the VA to provide research centers in geriatrics 
and chronic diseases, and to extend teaching and treatment programs for veterans 
classified in these two categories. 

Resolution 458, Miami, urges adequate care and hospital facilities for veterans 
suffering from mental ailments. 

fesolution 532, Miami, urges the adoption of a long-range program that will 
have for its goal the completion of the following: 

1. Enabling the schools of this country to produce more doctors without 
sacrifice of quality; 
2. Expansion within the existing schools of medicine to maximum capacity 
compatible with efficiency; 
3. Expansion of medical courses to 4 vears wherever feasible; 
t. Creation of new medical schools sponsored by colleges and universities, 
where needed and where proper support is assured; and 

5. Adoption of a program whereby more definite aid and assistance is given 
to the securing of more nurses so that the shortage of nurses will be eliminated 
as rapidly as possible. 
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Resolution 534, Miami, reaffirms the provisions of present law pertaining to the 
hospitalization of veterans of all wars suffering from non-service-connected dis- 
ablements. 

Resolution 611, Miami, petitions the Congress of the United States to enact 
legislation that will direct the Veterans’ Administration to provide a sufficient 
number of additional hospital beds for medically indigent veterans, including 
those suffering the ravages of chronic diseases or disabilities, regardless of service 
connection, 

Resolution 613, Miami, urges the VA and the Department of Defense to re- 
negotiate contracts for an allocation of beds for veterans in Department of De- 
fense hospitals. 


RECOMMENDATIONS BY MEDICAL ADVISORY BOARD 


As a further evidence of the American Legion’s abiding interest in medicine and 
hospitalization procedures as established by the Federal Government for veterans, 
and of its opposition to any proposal that will divorce this service from the Fed- 
eral agency administering laws for veterans, we present for consideration of this 
committee certain recommendations or pronouncements made by our national 
medical advisory board during the past 5 years. 


CONCLUSION 


The above historical summary, outline of current mandates pertaining to 
medical and hospital services for veterans, and the statements by the American 
Legion Medical Advisory Board have been submitted to substantiate the American 
Legion’s deep and abiding interest in the care of the American veteran. Our 
organization is deeply concerned about this and other proposals that would in 
fact dismember the Veterans’ Administration and thus destroy the 30-year-old 
policy. of the Federal Government of a single Federal agency to administer 
veterans’ affairs. These additional proposals are, principally, the one which 
would transfer hospital construction activities from the Veterans’ Administration 
to the Department of the Interior (S. 1143), and the one proposing to establish 
a Veterans’ Insurance Corporation (S. 1138). In addition, there is pending a 
bill for the reorganization of the VA (S. 1151). One of the provisions of that 
bill is that there should be “an independent management-engineering survey 
of the Veterans’ Administration with a view to reduction of annual administra- 
tive and overhead expenditures.’? Such a survey has been in progress during 
the past vear or so, and the report is expected during the month of April. We 
submit that consideration of a legislative proposal prior to the report of findings 


and recommendations of the management-survey agency is futil Moreover, 
the fact that such a bill is pending gives rise to uncertainties and impaired service 
in the ageney concerned. 

For over 30 years the American Legion has diligently sought to watch with 
care the operations of the Veterans’ Bureau and its successor, the Veterans’ 
Administration, to point out inadequacies, deficiencies of service, and places 
where economy might be practiced. Several hundred full-time service officers 
accredited to the American Legion and a force of 20 national field representatives 
have been and continue to be in close touch with VA activities. Through them 
the organization submits suggestions and recommendations for improvement. 
There have been and still are possibilities of further betterment in VA operations 
The American Legion joins in any constructive effort to bring about these im- 
provements, but it will vigorously fight proposals that have the effect of taking 
away from the Veterans’ Administration many of its important functions and 
thus reducing it to less than a single unified agency administering Federal benefits 
for veterans. 


STATEMENT OF Ponicy, NATIONAL MepicaL Apvisory Boarp, THE AMERICAN 
LEGION, ON LocaTION OF VETERANS’ ADMINISTRATION HospiTaLts NEAR 
MerpDICcCAL CENTERS 


The advantages that will accrue to the patient as the resu | building veterans 
hospitals close to medical schools and medical centers are man) Down through 
the ages medicine has tended to ereate medical centers in which are assembled 
all the best facilities, materials and personnel for the care of sick. These centers 
have shown leadership and given medicine its quality and direction. The centers 
stay put, grow and flourish on their original site and attract to them the leaders 
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of the profession and the best of the younger physicians who come for advanced 
training and the maximum development of their medical talents. 

This program in no way is to adversely affect the established policy of locating 
small feeder hospitals in well located communities so that less specialized hospital 
care where needed will be available. Certain specialized types, i. e., neuro- 
psychiatric, tuberculosis, and chronic and rehabilitation hospitals when indicated 
may continue to be appropriately located. 

The benefits derived by the patients from being in such a medical center are: 

1. Improved facilities for this care: No matter what his need, facilities exist 
somewhere in: that center. 

2. Superior laboratory and technical service: These are difficult to obtain but 
are always available in a medical center. 

3. Improved diagnosis and treatment: Diagnosis and treatment of the patient 
is enhanced because of the availability through proximity of physicians skilled 
in the several essential medical specialties. 

4. Medical service of the highest quality: The services of consultants of the 
highest professional order assures the patient of the highest quality of medical care, 
devoid of experimentation. 

5. Greater prospect of consultations with the medical leaders: These leaders 
are busy—constantly occupied and in constant demand. They will see patients 
at hand but may be unable to undertake extensive travel. Capable consultants 
are generally concentrated in large centers. 

6. More adequate library facilities:, Every medical school and medical center 
has spent vears in assembling the best publications dealing with medical 
problems—books, brochures, reprints, and journals covering medical matters. 

7. The quality of medical service we accord our veterans will be determined by 
the location of our veterans’ hospitals. We should have only one policy—let us 
locate our hospitals in or near medical schools and medical centers, else we miss the 
best. 


DECLARATION BY AMERICAN LEGION MeEpicaLt ApvisorY BOARD ON VETERANS’ 
ADMINISTRATION MeEpICcAL AND HospiraL Matiers, APPROVED Marcu 15, 
1949 


1. Retain Veterans’ Administration as independent Federal Government 
agency—preserve its identity. 

2. No reduction in beds already authorized and approved by Congress. 

3. Do not delete. Defer if absolutely necessary. Build as beds can be staffed, 
and proceed with congressionally approved and authorized program. 

t. Continue present plans for utilizing physicians along established lines— 
expand as needed. 


STATEMENT ON PosITION OF VETERANS’ ADMINISTRATION MEDICINE AND 
SURGERY IN THE NATION 


(By American Legion Medical Advisory Board, March 9, 1952, Washington, D. C.) 


It is the sense of the Medical Advisory Board of the American Legion National 
tehabilitation Commission that the relationship between the Veterans’ Adminis- 
tration Department of Medicine and Surgery and the educational institutions of 
the Nation— 

1. Has provided superior medical care for veterans (and this indeed is the 
expression of the veteran patient himself). 

2. Has provided a unique device for recruitment of medical personnel of the 
highest quality for the Veterans’ Administration medical program. 

3. Has made many of our Veterans’ Administration hospitals the equal or 
superior of any hospital anywhere in the world. 

1. Finally, has made the Veterans’ Administration a full partner with all other 
responsible elements of American medicine in the crucial educational project of 
producing more and better trained medical personnel for the Nation. 


Senator O’Conor. We are grateful to you and to each and every 
one of you gentlemen because we desire to get ail possible light shed 
upon this important question. 

You have helped us immeasurably. We thank you very much. 

Now, Colonel Ijams has been very patient, as he always is. 

Will you come forward now, Colonel? 
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STATEMENT OF COL. GEORGE E. IJAMS, DIRECTOR, NATIONAL 
REHABILITATION SERVICE, VETERANS OF FOREIGN WARS 


Colonel Isams. Mr. Chairman, first, my name is Col. George E. 
Ijams, director of the national rehabilitation service, Veterans of 
Foreign Wars, and I have occupied that position since 1946. 

Senator O’Conor. May I ask you at the outset what would be 
your pleasure as to your statement? 1 would be glad to put that in 
in full at this point, if that is your desire. 

Colonel Isams. I would like that, and I would like if possible to 
read the statement, because there are so many questions that the 
members of the committee have asked that I think are answered in 
the statement which I have prepared. Or I will be very glad to come 
back at another time if it would be more agreeable to the committee. 

Senator O’Conor. Of course, we want to do whatever is in accord- 
ance with your wishes. By all means, we will put the entire statement 
in the record. 

I do question, possibly, the advisability of reading it all now, if all 
the Senators cannot wait, because the Japanese Peace Treaty, as you 
know, is before the Senate today, and it will undoubtedly be necessary 
for some or all of us to be there. 

Colonel Isams. My only thought, Senator, about coming back at 
another time convenient to you, is the fact that I served as Assistant 
Director of the Bureau of War Risk Insurance from the time of my 
return from France in 1919 until the United States Veterans’ Bureau 
was created; then served as Assistant Director and Director of that 
organization; and then, when the Veterans’ Administration was 
created, I served as Assistant Administrator of Veterans’ Affairs 
until my resignation; so that I personally observed the things that 
took place when these organizations were separated in the Federal 
Government. 

And I would like to make a statement and throw myself open to 
cross questioning by members of the committee, because of my personal 
experience. 

Also, I was a member of the Federal Board of Hospitalization for 
about 25 years during my service in the Federal Government. 

Senator O’Conor. Well, Colonel, under the cireumstances, then, 
and with the approval of the other members of the subcommittee, it 
might be desirable to ask you to come back. 

Colonel Isams. I would be very glad to. 

Senator O’Conor. Would you agree with that, Senator Dworshak 
and Senator Smith? I know from my own experience that Colonel 
Ijams has been so conversant with these matters, I think it would be 
beneficial to have his testimony in full. We will arrange for that. 

I will, at this point, insert for the official record a statement by 
the Disabled American Veterans. 

(The statement referred to is as follows: ) 







































































































































































176 ESTABLISH A* DEPARTMENT OF HEALTH 


Wasuinaton, D. C., March 4, 195 
Statement of Disabled American Veterans 
Hon. Hersert R. O’Conor, 

Chairman, Subcommittee on Reorganization, 

Senate Committee on Government Operations, Washington, D. C. 

Dear Senator: The Disabled American Veterans, a congressionally chartered 
veterans’ organization, wishes to be placed on record with your committee in 
opposition to the bill S. 1140. 

(1) It is our position that the proposed consolidation of Government hos- 
pitals would impede the efficient handling of veterans’ claims for compensation, 
pension, insurance, and other benefits where a physical examination is necessary. 
Major benefit programs are so dependent and integrated with the medical, 
hospital, and domiciliary-care programs as to preclude their separation from the 
Veterans’ Administration without disastrous effects on the efficient administra- 
tion of veterans’ benefits. 

2) Hoover Commission proposals state that the present VA hospital-building 
program serves no purpose except to make beds available for non-service-con- 
nected cases, Thousands in this category are actually service-connected but 
have failed to file a claim, or their claim has not yet been adjudicated. Many 
have service-connected disabilities but are suffering from conditions where service 
connection is denied. Failure to treat these cases often results in the veteran’s 
becoming totally disabled and eligible for a non-service-connected pension, 
which is far more costly than prompt treatment. 

3) Approximately 55 pereent of VA-hospitalized patients are suffering from 
mental disorders and 13 percent have tuberculosis. They are indigent or will 
become so in the future and must be cared for by the taxpayer, whether service- 
connected or not. 

1) Hoover Commission proposals state that the Commission’s recommended 

medical program will ‘‘reduce the drain of doctors away from private practices.” 
The present VA hospital program has brought about the greatest economy in 
medical manpower of any Government branch furnishing hospitalization, ac- 
cording to Dr. Paul R. Hawley, former Chief Medical Director of the Veterans’ 
Administration and member of the Hoover Commission Task Force. 
5) Past bitter experiences, when veteran hospitalization was under the Public 
Health Service and claim reeords were handled by the Bureau of War Risk 
Insurance, clearly prove that the same inefficiency would result if the VA handled 
the files and the proposed Medical Administration handled examinations and 
hospitalization. 

(6) It is an elementary principle of the theory of administration that every 
change involves additional costs, because the prevailing pattern must be dis- 
rupted. 

(7) Last, but far from least, the proposed merger represents a vigorous stride 
in the direction of socialized medicine. Full utilization of all Government 
hsopital facilities can easily be accomplished by closer cooperation and a system 
of liason between agencies concerned, rather than by the drastic change recom- 
mended bv the Hoover Commission. It is respectfully requested that this 
mes age be included in the transcript of hearings on the bill S. 1140. 

Francis M. SULLIVAN, 
Directo for National Legislation, Disabied American Veterans, 


Senator O’Conor. We will now adjourn, subject to call. 
(Whereupon, at 12:10 p. m. Wednesday, March 19, 1952, the 
hearing was recessed to reconvene subject to the call of the Chair.) 
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Unirep States SENATE, 
SUBCOMMITTEE ON REORGANIZATION 
OF THE COMMITTEE ON 
GOVERNMENT OPERATIONS, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to call, in room 357, 
Senate Office Building, Senator Herbert R. O’Conor 
the subcommittee) presiding. 

Present: Senators O’Conor and Schoeppel. 

Also present: Walter L. Reynolds, chief clerk; Ann M. Grickis, 
assistant chief clerk; and Miles Scull, Jr., professional staff member; full 
committee. 

Senator O’Conor. The hearing will please come to order. 

Several of the other Senators have advised that they will be here 
just as soon as they can be freed from other committees which they 
are attending this morning. 

I would like to ask if any of the witnesses whom we are so pleased 
to have with us this morning might submit their statements for the 
record, which, of course, will be printed in toto, after which any 
summarization or amplification would be welcomed. The only 
reason I mention that is that it will be necessary for members to 
attend the joint session where Her Majesty, Queen Juliana of the 
Netherlands, is to speak today. But we do want to conclude the 
hearings at this session, and, at the same time, to afford an oppor- 
tunity to everyone to be heard. 

The first witness will be Colonel Ijams. 
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FURTHER STATEMENT OF COL. GEORGE E. IJAMS, DIRECTOR, 


NATIONAL REHABILITATION SERVICE, VETERANS OF FOREIGN 
WARS 



















Colonel Iyams. I am George E. Ijams, director of the national 
rehabilitation service of the Veterans of Foreign Wars. 

Senator O’Conor. Colonel, vou were very patient and considerate 
on the occasion of the last hearing, and for that reason we, of course, 
desire to hear from you first; also for the further fact that we are well 
aware of your very lengthy experience in this field and the long period 
in which you have had very direct contact with the matter before us. 
So we are very glad to have the benefit of your views and advices. 

Colonel Isams. Thank you very much, indeed, Senator O’Conor. 

Senator, I should like, if I may, to read this statement into the 
record, because I want to avoid what happened the other day when 
we were up here, having gentlemen place their statements in the record 
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and then make a speech which consumed twice as much time as the 
reading of their statement might have consumed. 

I think it would perhaps expedite matters if I read this statement, 
and then I would, of course, subject myself to cross-examination by 
yourself and any members of the committee who desire to question 
me. J am making this suggestion because there are certain things in 
my statement which are predic ated upon my own personal experience. 

I came here to Washington as Assistant Director of the Bureau of 
War Risk Insurance, which was then a part of the Treasury Depart- 
ment, in June 1919, immediately after my return from France. | 
remained in the Bureau of War Risk Insurance until the United States 
Veterans’ Bureau was created by law, when I became Assistant 
Director of that Bureau, and then Mr. Hoover himself appointed me 
Director of the United States Veterans’ Bureau for the last year of 
its existence, at the time the present Veterans’ Administration came 
into existence. I remained as Assistant Administrator of Veterans’ 
Affairs until March 1, 1946, when I resigned to assume my present 
duties with the Veterans of Foreign Wars. 

Senator O’Conor. Colonel, it was not in any sense with the view 
of curtailing the presentation that I made the suggestion I did. As 
a matter of fact, it has occurred to me, and in consultation with other 
Senators it occurred to them also, that the presentation of the state- 
ment in the record without interruption is the better way of presenting 
the facts of the matter before the committee to its members. Be- 
cause—and I am not at all critical—we all, as a statement progresses, 
are inclined to ask questions, and, as has happened in previous in- 
stances and in your presence, when a witness was approaching a very 
important part of his testimony, and in the opinion of some of us it 
might have been better if he might have been permitted to complete 
it, as a number of questions were asked which diverted him at that 
point. While, of course, he got back to the material at hand, the 
statement appears in the record in a somewhat disconnected manner. 

You may present your statement in the manner you wish. My 
only reason for bringing this up is the fact that every Senator would 
have the statement in the record without interruption which, of 
course, would be most impressive. 

Colonel Isams. With your permission. though, Senator, I would 
like to read this. 

Senator O’Conor. Very well, sir. You may proceed. 

Colonel Lyams. 1140 is designed to consolidate certain hospitals, 
medical, and public-health functions of the Government in a Depart- 
ment of Health. Under the provisions of this bill all hospitals of the 
Veterans’ Administration, all facilities of such administration for 
out-patient services to veterans, and all functions of the Veterans’ 
Administration, and the Administrator of Veterans’ Affairs in relation 
to the foregoing functions, would be transferred to the Department 
of Health together with certain hospitals of the armed services, the 
hospitals of the United States Public Health Service, and certain 
other hospitals. 

This legislation is predicated on the report of the Committee on 
Federal Medical Services to the Commission on Organization of the 
Executive Branch of the Government, or the so-called Hoover task 
force. 
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During the entire history of the United States of America our Gov- 
ernment has provided certain benefits to those who have suffered dis- 
abilities in time of war. It has also provided for those who have served 
honorably, and have later found themselves in need of financial or 
other assistance which their meager financial resources made it im- 
possible for them to provide for themselves. As our Nation expanded, 
and as our financial condition improved, the laws enacted for the 
benefit of our veterans have increased in the scope of the benefits to 
which honorably discharged war veterans are entitled. Following the 
War Between the States, the Federal Government for the first time 

recognized the fact that certain members of the Union Forces could not 
earn a living because of wounds or advanced age, and, consequently, 
domiciliary care was provided for those men. A “number of domic ‘iliary 
homes were erected in the Northern States to which Union soldiers 
might go when they reached a point in life where they could no longer 
provide for themselves, or have members of their families provide for 
them. 

With the advent of World War I, and before we entered that con- 
flict, there was created by Congress an organization of the Govern- 
ment known as the Bureau of War Risk Insurance, which organization 
was authorized to issue marine-insurance policies against the ships, 
cargoes, and crews of American ships entering the war zone. This 
action was taken by our Federal Government because of the great in- 
crease in marine-insurance rates of private companies. Following our 
declaration of war on Apri] 6, 1917, the War Risk Insurance Act was 
amended to cover insurance and compensation for our Armed Forces, 
and also to provide for a plan under which allotments of enlisted per- 
sonnel might be augmented through a Government allowance to cer- 
tain permitted classes of beneficiaries. 

The Bureau of War Risk Insurance was then under the jurisdiction 
of the Treasury Department. Hospitalization was also authorized 
for the first time for former members of our armed services who suffered 
disabilities as a result of their service in World War I—this hospitali- 
zation to be given in hospitals of the United States Public Health 
Service. The Federal Board for Vocational Education was authorized 
to give vocational training and education to men who suffered disabili- 
ties resulting in a vocational handicap which prevented them from 
returning to their prewar vocations. 

In other words there were four types of benefits administered by 
three Federal activities, two of which, the Bureau of War Risk Insur- 
ance and the United States Public Health, were administered by the 
Treasury Department, and the third, the Federal Board for Vocational 
Education, being an independent agency. 

Claims for compensation and insurance benefits which were adminis- 
tered by the Bureau of War Risk Insurance were predicated upon the 
man’s physical disability, thus necessitating physical examination 
prior to the adjudication of the veteran’sclaim. Claims for vocational 
training and education, administered by the Federal Board for Voca- 
tional Education, likewise required a physical examination and an in- 
dication of a vocational handicap. These physical examinations were 
all made by the United States Public Health Service because the Bu- 
reau of War Risk Insurance and the Federal Board for Vocational 
Education had no medical organizations of their own. Requests 
made upon the United States Public Health Service for hospitalization 
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for service-connected disabilities required certification by the Bureau 
of War Risk Insurance that the man had a service-connected disabil- 
ity, otherwise he was not eligible for hospitalization. 

While we were dealing with only 5 million veterans in those days 
it can be readily seem that the service rendered to those who applied 
to the Federal Government for benefits required a terrific amount of 
coordination between the three departments concerned. This coor- 
dination necessitating an exchange of thousands of queries, the search- 
of thousands of records, and the dispatching of replies took time and 
the employment of hundreds of clerks. In addition to this huge 
cost to the taxpayers the loss of time greatly delayed service to the 
disabled veterans in the granting of benefits including hospitalization. 

It must be remembered also that the Bureau of War Risk Insurance 
was centralized in Washington and had no field offices. Consequently, 
when a veteran applied to a Public Health Service Hospital for 
hospitalization or out-patient treatment he was refused such service 
until his application could be submitted to the Bureau of War Risk 
Insurance here in Washington for certification of the presence of a 
service-connected disability. This delay in admitting veterans to 
hospitals proved fatal in many instances. 

Likewise, claims for vocational training could not be acted upon by 
the Federal Board for Vocational Education until a physical examina- 
tion had been made by the United States Public Health Service, the 
report returned to them, and they had found that the claimant was 
suffering from a service-connected disability resulting in a vocational 
handicap. 

The above describes the picture as I found it when I came to Wash- 
ington in June 1919, immediately after my return from France, and 
accepted a position with the Federal Gov ernment as Assistant Director 
of the Bureau of War Risk Insurance. The picture confronting us 
was not a pleasant one. We had a picture of three Federal depart- 
ments independently administered and all dealing with essential func- 
tions in connection with the claims of the same individual veterans. 
For the veterans living in the District of Columbia where the head- 
quarters of all these organizations were located the situation was bad 
enough, but for those veterans residing in other parts of the country 
the greatest possible confusion existed. The veterans were confronted 
with a kaleidoscopic administrative set- up which required a veteran 
who knew nothing about Government organizations to contact at 
least two Federal departments on any type of benefit to which he was 
entitled. This unfortunate disorganization so delayed action on 
claims for benefits, and on requests for hospitalization, that a most 
deplorable situation developed. 

In those days we were dealing with less than 5 million veterans 
and with only three or four benefits divided between as many depart- 
ments which required physical examinations before the Federal Gov- 
ernment could act. However, because of the physical separation of 
the Federal agencies administering these benefits, and the medical 
agency which had to supply examinations before the benefits could 
be granted, so much delay occurred in the adjudication of benefit 
claims that a national scandal developed. Mr. Harding was then 
President and to correct the unfortunate situation confronting our 
veterans he appointed Gen. Charles G. Dawes, later Vice President 
of the United States, as the chairman of the committee to make a 
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thorough investigation and recommendation for the correction of the 
existing evils. Serving on the Dawes committee were other capable 
businessmen. 

After long hearings and careful personal investigation of the Federal 
Government Departments concerned, the Dawes committee made its 
report to the President of the United States. A pertinent part of their 
report read: 


Three distinct and separate governmental agencies without a common authority 
were created for and are now engaged in executing the laws for the relief of the 
disabled, namely, the Bureau of War Risk Insurance, the Rehabilitation Division 
of the Federal Board for Vocational Education, and the United States Public 
Health Service. The result is that the ex-service person finds its extremely diffi- 
cult to obtain the prompt, generous, and sympathetic treatment which the Con- 
gress and the country intended he should receive. It is apparent that such con- 
fusion and inefficiency are the results of the present distribution of responsibility 
among the three main Government agencies designated by law to carry out the 
various services to veterans, and the utter lack of central control over these three 
agencies and such other cooperative governmental departments and bureaus as 
have been utilized in carrving out the purpose of legislation. 


Based upon the abeve, and other findings set forth in the Dawes 
committee report, specific recommendations were made as follows: 


That there be created a single agency and that there be transferred to it the 
Bureau of War Risk Insurance, the Rehabilitation Division of the Federal Board 
for Vocational Education, and such part of the Public Health Service as was 
necessary in dealing with beneficiaries of the War Risk Insurance and the Rehabili- 
tation Division of the Board for Vocational Fducation. 

That there shall be at the head of the veterans’ ageney a Director General respon- 
sible to.the President for all the activities authorized by law in the three agencies 
transferred. 

That the law creating the new agency be so drawn that al! of the then incon- 
sistencies of the various laws creating and affecting the three agencies transferred 
would be eliminated. 


The two concluding paragraphs of the Dawes committee report are 
quite pertinent. They read: 
It cannot be too strongly emphasized that the present deplorable failure on the 


part of the Government to properly care for the disabled veterans is due in large 
part to an imperfect organization of governmental effort Chere is no one in con- 


trol of the whole situation. Independent agencies by mutual agreement now 
endeavor to coordinate their action but in such efforts the joint action is too often 
modified by minor considerations, and there is always lacking that complete 
coordination which is incident to a powerful superimposed authorits No emer- 


gency of war itself was greater than is the emergency which confronts the Nation 
in its duty to care for those in its service and now neglected. 

The summoning of this committee by vou is an earnest to the country that vou 
are convinced of the vital nature of this problem and that you are determined to 
secure a prompt and effective solution thereof. The man to whom this important 
mission is entrusted by you will receive in the performance of his arduous duties 
the wholehearted and enthusiastic support and cooperation of all veterans and 
all other patriotic Americans. No Cabinet officer or Assistant Secretary burdened 
with other duties should be the one to whom the man charged with the welfare of 
the disabled savers of our country should report. He should report directly to 
the President. His place should be held in the public esteem as one of the greatest 
honors that the President can bestow, as the service he can render should be of 
untold value to the Nation. 


Thus spoke the report of the Dawes committee after a thorough 
and complete study of the situation and after lengthy personal in- 
vestigations and discussions with the responsible officials of the 
Federal Government and the representatives of the veteran organ- 
izations. 





182 ESTABLISH A DEPARTMENT OF HEALTH 


And I would like to say parenthetically, Senator O’Conor, that at 
the end of World War I, I had the great pleasure of serving on the 
staff of General Dawes. And because of that fact, and because we 
knew each other personally through our associations during the war, 
General Dawes came to my office many, many times, and he called 
me into conference with his committee many, many times, and I can 
vouch for the fact that every man on that committee personally went 
into this thing very, very carefully. 

Continuing: The members of the Dawes committee realized they 
were dealing with a single problem—a single problem, the essential 
parts of which had theretofore been handled by three different and 
separated administrative agencies of Government. This problem was 
the proper care of our disabled veterans. After their thorough in- 
vestigation the members of the Dawes committee appreciated the 
fact that prompt, economical, and sympathetic care could not be 
given unless and until all phases of veteran care were placed under 
one responsible official. 

As businessmen accustomed to administering large organizations 
handling great volumes of work, the members of the Dawes commit- 
tee knew the only answer was centralization of control so that the 
veterans would have to contact only one office instead of three. 
They also knew that one control of all phases of veteran care was 
absolutely essential to good service with a close control and coordina- 
tion of each essential function entering into the granting of all benefits 
to which veterans were entitled. 

The result of the findings and recommendations of the Dawes 
committee was the introduction and passage of legislation establish- 
ing the United States Veterans’ Bureau, created by law in the sr 
seventh Congress, and approved by the President August 9, 1921. 
Under this legislation actual consolidation took place, “thus for the 
first time bringing together those hospitals and other medical activ- 
ities of the Public Health Service caring for veterans, the Rehabilita- 
tion Division of the Federal Board for Vocational Education dealing 
with vocational training, and the Bureau of War Risk Insurance 
which had charge of the adjudication of claims for compensation and 
insurance benefits. 

In addition to the hospitals of the Public Health Service made 
available through the consolidation under the United States Veterans 
Bureau, contracts were made with many civilian institutions where 
hospitalization could be granted closer to the homes of the veterans 
than was possible through the utilization of Federal institutions. 
Following consolidation in the United States Veterans’ Bureau com- 
plaints were reduced to a minimum and when they did occur one 
man was responsible—buck-passing ceased and order was brought 
from chaos. 

Having found that a consolidated organization with one-man con- 
trol of all phases of Government activities having to do with the care 
of World War veterans simplified the handling of the veteran problem 
and saved the taxpayers money, it was determined in 1930 to make 

further consolidation and to bring under the jurisdiction of one 
responsible Federal official all phases of Government care for veterans 
of all wars. Thus, on July 3, 1930, the President approved Public 
Law 536, Seventy-first Congress, and under the authority of that 
act he issued an Executive order consolidating and coordinating the 
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Bureau of Pensions, the National Homes for Disabled Volunteer 
Soldiers, and the United States Veterans’ Bureau into a new depart- 
ment known as the Veterans’ Administration. 

It will be seen from the above that a definite pattern was estab- 
lished under which the numerous laws enacted for the care of our 
veterans in years gone by creating benefits administered by various 
departments were gradually brought together under one administra- 
tive head. This action was taken in two steps—First, in the creation 
of the United States Veterans’ Bureau, bringing together those 
activities dealing with World War I veterans and later in the creation 
of the Veterans’ Administration consolidating all phases of veteran 
care having to do with our veterans of all wars. 

It is interesting to note that President Hoover in his State of the 
Union message in 1929, at the beginning ef the second session of the 
Seventy-first Congress stated: 

I am convinced that we will gain in efficiency, economy, and more uniform 
administration and better definition of national policies if the Pension Bureau, 
the National Home for Volunteer Soldiers, and the Veterans’ Bureau are brought 
together under a single agency. 

This recommendation of President Hoover’s in 1929 placed the 
hospitals and other medical facilities, then a part of the United States 
Veterans’ Bureau, under the control of the same administrative head 
who had charge of all other phases of Federal care for veterans, and 
he did so because in his opinion such action would “gain in efficiency, 
economy, and in uniform administration.” 

In spite of our past sad experience when various functions of 
veterans’ care were operated as separate entities of Government, in 
spite of the careful and painstaking study made by General Dawes 
and his committee of able businessmen and their considered opinion 
that all phases of veterans’ care must be under the jurisdiction and 
control of one responsible executive, in spite of President Hoover's 
own recommendation and expressed opinion that consolidation of all 
phases of veterans’ care must be centralized under one executive to 
“gain in efficiency, economy, and in uniform administration,’ we now 
find ourselves confronted with a recommendation that we return to 
the very form of divided responsibility which caused chaos and a 
national scandal many years ago—a form of organization found to be 
most costly to our taxpayers, and most inefficient in rendering prompt 
and adequate service to our disabled veterans. The dollar cost, and 
the chaos was great when we had only 5 million veterans to serve. 
If we again separate essential functions of veterans’ care when we have 
18 or 19 million veterans to serve, we will knowingly invite much 
greater costs to our taxpayers and certain disaster in granting benefits 
to which are disabled veterans are entitled. 

General Dawes had personally investigated the situation in the 
three Government departments dealing with veterans care; also, 
many of those serving on the Dawes committee had had considerable 
experience in handling veterans problems as well as the problem 
confronting large business enterprises. Unfortunately, former Presi- 
dent Hoover could not go into the Hoover task force reports personally 
because they covered nearly all the activities of the Federal Govern- 
ment. Consequently, Mr. Hoover had to depend on others to make 
the study for him. I have great respect for Mr. Hoover as an execu- 
tive and as an able businessman. I feel confident his report and 
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recommendations would have been quite different if he could have 
gone into the questions involved as General Dawes did, instead of 
leaving this all-important matter in the hands of persons less qualified. 

The first information we had regarding the recommendations of the 
Hoover task force studying the consolidation of hospitals in a separate 
department, was an article which appeared in an afternoon Washing- 
ton newspaper on December 26, 1948. And I might say parentheti- 
cally that I have since read in some publicity put out by the Hoover 
task force group that they contacted the veteran organizations. | 
can definitely state that they never contacted the Veterans of Foreign 
Wars. 

This article, which appeared in a Washington afternoon paper, out- 
lined a proposed reorganization plan under which the hospitals would 
be separated from other activities of the Veterans’ Administration, 
consolidated with certain Public Health, Army, and Navy hospitals, 
and set up in a new Government department. 

Appreciating the fact that Mr. Hoover could not possibly go into 
the details of the matters and thinking he would be glad to receive the 
comments of persons who had been closely associated with the veteran 
problem over a long period of years, | wrote Mr. Hoover on the morn- 
ing of December 27, 1948—that was the day following this publicity 
as follows 

Senator O’Conor. Now, Colonel, I have read the letter in full. 
It is a very interesting one, and a very pertinent one to this ques- 
tion, and I know it has been read by other members, because I have 
talked to them about it. I wonder if you could just consider the 
entire letter included at this point. 

Colonel Iyams. Yes, sir. 

(The letter referred to is as follows:) 

DECEMBER 27, 1948. 
The Honorable Herrerr Hoover, 
Care of Commission on Organization of Executive Branch of the Government, 
1626 K Street NW., Washington, D. C. 

My Dear Mr. Prestpent: To identify myself, may I remind vou that I was 
appointed Assistant Director ‘of the Bureau of War Risk Insurance immediate ly 
after my return from France. After the United States Veterans’ Bureau was 
created by law, I served as its Assistant Director. In 1930 when the Veterans’ 
Administration was authorized you appointed me Director of the United States 
Veterans’ Bureau for the last vear of its existence. In 1931 I became Assistant 
\dministrator of Veterans’ Affairs, and served in that capacity until March 1, 
1946, when I resigned to assume the directorship of the national rehabilitation 
service of the Veterans of Foreign Wars. 

Yesterday I read an article in the Washington Star titled ‘Waste Charged in 
Health Set-Up: Merger Urged.’ In that article, a proposed reorganization plan 
was outlined which contemplates the establishment of a new department to have 
jurisdiction over all me‘tical and hospital activities of the Federal Government, 
and to include veterans’ hospitals and medical personnel of the regional and branch 
offices, charged with the responsibility of medical treatment and examinations for 
rating purposes. I was very glad to read that this was merely a proposed plan 
and it had not yet received your approval. In an effort to be helpful to you in 
reaching a decision as to whether the proposed plan should be approved, I should 
like to give you a brief outline of the situation which existed in the old Bureau of 
War Risk Insurance at the time I came here in 1919. 

Both the Bureau of War Risk Insurance and the United States Publie Health 
Service were then under the jurisdiction of the Treasury Department. The 
Honorable Jouett Shouse, then Assistant Secretary of the Treesury, had adminis- 
tretive jurisdiction over both of these organizations and I believe of several others 
which were not related to this preblem. Mr. Shevse was suppesed to coordinate 
the activities of the War Risk Insurance Bureau end the Publie Health Service 
insofar as veterans’ activities were concerned. When a veteran applied for com- 
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pensation or insurance benefits, it was necessary to have a thorough and complete 
physical examination made. Therefore, the War Risk Insurance Bureau on 
to refer veterans to the nearest Public Health Service hospital for this examin 
tion. The veteran activity of the Public Health Servite was only one of ans 
Consequently, this organization did not give preference to veteran examinations, 
but handled them in a routine manner. In many instances, months elapsed be- 
tween the examination of the veteran and the time when his phvsical report was 
sent to the Bureau of War Risk Insurance for adjudication purposes, and during 
this pe ‘riod the Bureau of War Risk Insurance was severely condemned because of 
the delay in the adjudication of those claims. 

Simil: ar delays occurred in securing beds for the treatment of veterans in Publie 
Health Service hospitals, and while this was not the responsibility of t] 
of War Risk Insurance, nevertheless, that organization was severely 
because of any delays which occurred in securing hospitalization 
of the lack of control of the hospital and medical organizations by the Bureau 
of War Risk Insurance that the United States Veterans’ Bureau was brought into 
existence through congressional enactment, so as to place definite responsibility 
for all phases of the veteran problem under one man. 

It must be remembered Mr. President, that in those days we were dealing with 
less than 5 million veterans. Today, we are dealing with more than three times 
that number. Consequently, if criticism and chaos existed in 1919 because of the 
lack of definite responsibility for all problems arising out of veteran care, it can 
be readily seen that the proposed plan of again separating medical care and treat- 
ment from other responsibilities of the veteran problem will lead to certain criticism 
in the handling of this difficult activity of government. 

There are many other reasons why the proposed plan would not operate 
smoothly. In the first place, the vast majority of Federal beneficiaries for hospi- 
talization are the veterans of our country who have served in time of war Then 
too, as time goes on, the veterans become victims of diseases of age and chronic 
conditions which are quite different from the hospital cases in Army and Navy 
institutions where all of your patients are voung men, and where they are suffering 
from acute, rather than chronie conditions. As a matter of fact, when a man in 
active military service suffers from a chronic condition, he is, and should be, 
released from active military duty. 

In reading the list of those making up the committee which recommended the 
consolidation of all Federal hospitals in one separate department, I did not find 
the name of one person who has had any background and experience in this work 
over a long period of vears. I believe you will agree, Mr. President, that before 
the stamp of approval is placed on this proposed plan, you should be armed with 
facts predicated upon actual experience. 

I would welcome an opportunity to discuss this matter with vou personally 
because so many of the matters which I have briefly mentioned above occurred 
during vour administration as President of the United States. I should be glad 
to make myself available to vou at any time of the day or night that you may 
designate. 

Very respectfully, 
Grorce E. Isams, Director 

Colonel Isams. About 10 days or 2 weeks later, I received a reply 
from the former President, thanking me for my communication of 
December 27, 1948, but making no reference to my suggestion that 
we discuss the proposal personally before he placed his stamp of ap- 
proval on the recommendations submitted by his task force. Quite 
naturally I assumed Mr. Hoover was satisfied with the recommenda- 
tions made by the members of his task force and that he was not in- 
terested in the opinion of one who had spent nearly 30 vears as an 
official of the Bureau of War Risk Insurance, the United States 
Veterans’ Bureau, and the Veterans’ Administration. 

Appreciating the fact as we do that the plan for the transfer of VA 
hospitals to a separate Government department, thus again removing 
one of the major functions of the Veterans’ Administration, would bring 
about a situation similar to the one which existed prior to the creation 
of the Dawes committee, and having no other recourse open to us, 
the Veterans of Foreign Wars at its National Encampment in Miami, 
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Fla., August 21 to 26, 1949, unanimously passed the following resolu- 
tion 

Senator O’Conor. Right there, Colonel, I would like to have the 
text of that in full in the record, the text of the VFW resolution, and 
if it does not interrupt vour presentation, I would like to have it 
placed in the record at this point. 

Colonel Isams. I will not read it, then, Senator. It will be in the 
record. 

(The resolution referred to is as follows:) 


ResotvtTion No. 431—Opposinc PLANS AFFECTING THE JURISDICTION OF THE 
ADMINISTRATOR OF VETERANS’ AFFAIRS 


Whereas efficient administration of veteran benefit laws requires an organiza- 
tion of Government fully equipped to administer all veteran benefits under the 
administrative control of one responsible official, and 

Whereas any other form of administration separating the administration of 
one type of veteran benefit from the others would not only divide responsibility, 
but would be turning the pages of history back 30 vears to a type of organization 
which was proven to be ineffective and inefficient when the various benefits were 
administered under separate control, and 

Whereas the present functional type of organization of the Veterans’ Admin- 
istration was created after a thorough and exhaustive study by a Presidential 
commission headed by Gen. Charles G. Dawes, former Vice President of the 
United States, and other competent and experienced businessmen who realized 
that adequate service to our disabled veterans could not be given if the responsi- 
bility of control were divided, and who recommended that there should be estab- 
lished an organization of Government under one responsible Administrator who 
would have charge of all phases of veterans benefits, and 

Whereas attempts are now being made to again separate the component units 
of the Veterans’ Administration thus taking from the control of the Administrator 
of Veterans’ Affairs the essential medical and hospita! functions of the Veterans’ 
Administration as proposed in the so-called Hoover task force recommendations: 
Now, therefore, be it 

Resolved by the Veterans of Foreign Wars of the United States, in National 
Convention assembled at Miami, Fla., August 21 to 26, 1949, That we do strenously 
oppose any plan which would take from the immediate control and jurisdiction 
of the Administrator of Veterans’ Affairs, any of the functions of Government 
which have to do with the care and treatment of veterans; an d be it further 

Resolved, That a copy of this resolution be sent to the President of the United 
States, to the Administrator of Veterans’ Affairs, and 0 agmaronrtiate committees 
and Representatives in the Congress of the United States. 

Colonel Isams. Similar resolutions have been passed at each suc- 
ceeding annual national encampment. 

We oppose the separation of hospitals and other medical activities 
from the other essential services of the Veterans’ Administration solely 
because we know from personal experience through the years that 
such a separation will be more costly than the present system and 
will create a situation which will make it utterly impossible to give 
prompt and sympathetic service in the granting of benefits to dis- 
abled veterans. 

It is quite clear from the wording of S. 1140, section 3, paragraph 1, 
that this proposed legislation is designe d to limit hospitalization to 
service-connected cases only. 

And I would like to interject right there, Senator, that when I pre- 
pared this statement, the new S. 1140, which mentions the non-service- 
connected case also, had not come to my attention. With the word- 
ing of the clean bill, this comment is not pertinent. 

Even though seriously disabled non-service-connected cases have 
received hospitalization in Veterans’ Administration hospitals since 
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the administration of President Calvin Coolidge, at which time sec- 
tion 202-10 was enacted into law. We are at a loss to know why 
this valuable asset is now to be denied to seriously disabled veterans 
and we disagree 100 percent with those who advocate such action. 

The National Rehabilitation Service of the Veterans of Foreign 
Wars is establishing service connections for thousands of disabled 
veterans each year. The rehabilitation services of other veteran 
organizations are doing the same thing. Therefore, thousands of 
men now carried on the rolls of Veterans’ Administration hospitals 
as non-service-connected cases are in fact having service connections 
established. It is also a fact, which is known to all well-informed 
persons, that the Veterans’ Administration carries on its hospital rolls 
as non-service-connected cases, a great many veterans who are draw- 
ing large amounts of compensation for battle wounds, but whose 
present period of hospitalization is for disabilities which have not 
yet been connected with the service. 

No one can speak with any authority on the total number of service- 
connected cases that may be expected to arise from any period of war 
service. 

The Veterans of Foreign Wars has never advocated the construc- 
tion of Federal hospital beds for minor non-service-connected condi- 
tions such as the removal of tonsils or other comparatively simple 
medical or surgical assistance. There are, however, three types of 
so-called non-service-connected cases about which we have been seri- 
ously concerned for many years, and for which we have advocated 
the construction of Federal hospital beds when these men cannot be 
be provided with adequate hospitalization in their home communities. 
These three types of cases are the tuberculars, the psychiatries, and 
the cases of the older veterans suffering from chronic conditions. These 
men will require months and perhaps years of hospitalization. Being 
totally disabled, they cannot work; consequently, they cannot provide 
for their own families and, of course, it is utterly impossible for these 
men to pay for hospitalization for themselves in private institutions 
even if beds could be found for them. When we attempt to secure 
hospital beds for the tubercular, psychiatric, and the chronic cases, 
we are told by the Veterans’ Administration that beds are not avail- 
able and we must seek hospitalization elsewhere. 

We then turn to the cities and States in which these men live and 
we are informed that municipal and State institutions are already 
overcrowded and that they cannot accommodate additional patients. 
Where then are these men to be hospitalized? Are men who have 
worn the uniform in defense of our country to be turned out on the 
street to die? 

And I might say there, Senator, that last summer I went down to 
Ocean City, Md., and our distinguished mayor of Baltimore was 
sitting on the platform, Mr. D’Alesandro. I was very sorry that 
the Governor was not there also. Because in presenting to that 
Marvland Department of Veterans of Foreign Wars an appeal for 
support on this hospital situation, | mentioned the fact that we can- 
not get these nonservice cases into veterans’ hospitals. And I said, 
ae Mayor, if I walked into your office today with a psychiatric 

‘ase or a tubercular case and asked for you to provide for him in Bay- 


view or some other municipal institution in Baltimore, what would 
your answer r bet 
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He said, “I couldn’t possibly take the men, because we are packed to 
the rafters.” 

I said. “I am very sorry Governor McKeldin is not here, because I 
would like to present the same question to him, and I know we would 
get the same answer.” 

As you know, Senator, we are now spending in our State, $27 
million, I believe, for the rehabilitation of our State institutions. 
Well, the situation is identical in every State of the Union. There are 
only about two States that have decent hospitalization under State 
authority in the whole United States. This situation is really 
deplorable. . 

I shall go on with the statement. 

Everyone recognizes the fact that the tubercular veterans are a 
menace to their families and the communities in which they live. 
There is no doubt in the world that many young wives and small 
children of World War II veterans are becoming infected with tuber- 
culosis every day because the veteran husband and father is denied 
hospitalization where he can be treated and cured of the dread disease. 

Today we are confronted with the known fact that hundreds of 
veterans suffering from psychiatric conditions are locked up in police 
stations and jails for the protection of themselves and their families 
because these men cannot be accommedated in municipal or State 
institutions, and the Government for which they fought has denied 
them hospitalization. 

The older group of veterans suffering from chronic conditions are 
among the most pitiful we are called upon to assist. These men are 
getting old, they are suffering from diseases which develop with the 
passing of the years. In most instances their families are not able to 

care for them, and they do not have the means to provide even nursing 
care for themselves in nursing homes. 

Several years prior to World War II the Veterans’ Administration 
met the needs of the old chronic cases at their large institution at 
Sawtelle, Calif., by taking the old chronic cases out of the general 
medical hospital and housing them in new fireproof buildings with a 
medical and nursing staff representing only a small percentage of the 
professional staff required in a hospital caring for acute conditions. 
It is true that the staff of attendants was increased to meet the daily 
requirements of these old chronic cases but the cost for adequate care 
of the chronic cases was greatly reduced through the intelligent action 
which the Veterans’ Administration took at Sawtelle. 

Unfortunately, with the advent of World War II this plan was 
abandoned. 

The Veterans of Foreign Wars has long advocated the establishment 
of separate buildings for the old chronic cases, immediately adjacent 
to existing general medical and surgical hospitals. General Gray, the 
Administrator of Veterans’ Affairs, has been contacted on numerous 
oceasions and has admitted that something must be done for these 
eases. However, to date his hands have been tied and no provisions 
have been made for these very pitiful cases. 

In the absence of municipal and State institutions in which the 
nonservice-connected tuberculars, psychiatries, and old chronic cases 
may be housed at the expense of their local communities—and I am 
sorry to say that this represents nearly every community in America 
we of the Veterans of Foreign Wars insist it is the duty of the Federal 
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Government for which these men offered their lives to provide ade- 
quate hospitals for them in their hour of need—just as these men 
came to the rescue of our country in its hour of need. 

Our position on the separation of medical activities in veterans’ 
hospitals from the other parts of the vast organization making up the 
Veterans’ Administration, as is contemplated in S. 1140, is clearly 
outlined by the words which President Hoover himself used in his 
state of the Union message in 1929, when he said: 
I am convinced that we will gain in efficiency, economy, and more uniform 


administration and a better definition of national policies if the Pension 


the National Home for Volunteer Soldiers, and the Veterans’ Bure: 
together under a single agency. 


Bureau, 


rought 


1 are I 


It is human to err, but it is indefensible to make the 


same mistake 
twice. ‘Therefore, we agree with the 


above quotation from President 


Hoover and the recommendation of former Vice President Dawes 
when he said: 

It is apparent that such confusion and inefficiency are the results of the present 
distribution of responsibility among the three main Government agencies designed 
by law to carry out the various services to veterans and the utter lack of central 
control over these three agencies and such other cooperative governmental depart- 
ments and bureaus as have been utilized in carrying out the purpose of legislation. 


It must be remembered that General Dawes and his Commission 
made an exhaustive study of the situation, after which he stated: 


It cannot be too strongly emphasized that the it d rable failure on the 
part of the Government to properly care for the disabled veterans is due in lar 


part to an imperfect organization of governmental effort. Thi 
control of the whole situation. 


present deplo 
t re 


no one 1n 


Let us not make the same mistake twice. 

For the above reasons we respectfully urge that this committee 
disapprove 5. 1140 which would again separate the hospitals and other 
medical functions from the Veterans’ Administration, and return to 
a type of organization which was known to be costly to the taxpayers 
and thoroughly inefficient. 

Senator O’Conor. Colonel Ijams, we are indeed grateful to you. 
It is apparent from the statement, as it is well known to each of u 
that vou have made a very comprehensive study of this entire question; 
and, based on the experience that has been yours over several de 
the information you have given us will be of very much in 
all the members, I can assure you. 

Colonel Iyams. Senator, there j is just one other thing that I might 
add. I note in this bill that there is a provision for the establishment 
of a committee, an advisory board, which | presume was put in here 
with the idea that it would perhaps perform the very essential func- 
tion that was performed by the Federal Board of Hospitalization 
which was created in the Harding administration, for the sole purpose 
of coordinating the construction programs of every Federal agency 
which had anything to do with Federal hospitalization. If that was 
the objective, as indicated in S. 1146, I am fearful that it would not 
serve the purpose, because this Boatd appears to be advisory only, 
and it really has no authority to perform those functions which the 
Federal Board did perform. 

Senator O’Conor. Do you think Colonel, that that is a policy 
making section? 
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Colonel Isams. That is correct, sir. I think the Federal Board of 
Hospitalization, of which I was a member for a great many years, 
and of which Dr. Winfred Overholser, who spoke here a few days ago, 
was also a member, performed an outstanding service, especially 
during the period of World War II, when there was necessarily a 
huge expansion of the hospital services of the Armed Forces, and 
which the Veterans’ Administration should have been and would 
have been preparing to meet had we not been considered a civilian 
agency, which made it impossible for us to get the supplies necessary 
to construct hospitals. 

I give you just one illustration of what we did accomplish, however. 
through coordination on the Federal Board of Hospitalization. I 
asked General Kirk, who was then the Surgeon General of the Army, 
for a list of the large hospitals that he contemplated constructing, not 
in the field with troops, but the large general hospitals, the so-called 
base hospitals. He asked me what I wanted with it, and I said, “I 
am trying to save the American taxpayer some money, General. 
If you are going to build hospitals in localities where we will need 
them, I would like to see at least a portion of those hospitals of per- 
manent construction. Then, when the war is over, and the Army 
pull out, you can leave your patients in bed, because every patient 
would be eligible to hospitalization in a veterans hospital, and we 
would have a going hospital without the construction of additional 
beds.” 

And I asked him if they contemplated having the Army do what 
it always had done, build two beds for one man. He said, “what do 
you mean?” I said, ‘‘one bed for the man while he is in service, and 
another bed for him when he gets out. 

As a result of that coordination, in Chicago, you will find that the 
Veterans’ Administration has a very large hospital which the Army 
built during the war, and at the end of the w ar, the Veterans’ Adminis- 
tration took over the operation of that hospital, and the American 

taxpayer did not have to pay one additional nickel to secure that 
hospital. The same thing was true down here in Richmond, Va., 
up in Martinsburg, W. Va., and in many other places throughout the 
country. 

Senator O’Conor. Thank you very much, Colonel. 

Colonel Isams. Thank you. 

Senator O’Conor. Mr. Fred A. McNamara? 

Mr. McNamara, you are the Chief of the Hospital Branch, are you 
not, of the Estimates Division of the Bureau of the Budget? 


STATEMENT OF FRED A. McNAMARA, CHIEF, HOSPITAL BRANCH, 
BUREAU OF THE BUDGET 


Mr. McNamara. Yes, sir. 

Senator O’Conor. Mr. McNamara, we shall be very pleased to 
have your views with respect to the pending matter, S. 1140. May 
I ask at the outset if you have a prepared statement? 

Mr. McNamara. I have, Mr. Chairman. I believe you have a 
copy of it. I have furnished the clerk of the committee with copies 
for all members of the committee. 

Senator O’Conor. If you wish, we can include the entire statement 
in the record in exactly the form in which it is presented by you. 
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Mr. McNamara. That is entirely acceptable, sir. 

Senator O’Conor. And without interrupting your thought, Mr. 
McNamara, if, in the course of your comments, you would express any 
views as to the desirability of any further legislation in regard to a 
Federal Board of Hospitalization, that might be also of interest to us. 

Mr. McNamara. All right, sir. 

Gentlemen of the committee, in a letter dated May 4, 1951, copies 
of which have just been furnished to the committee, the Director of 
the Bureau of the Budget furnished the chairman of the Senate Com- 
mittee on Expenditures in the Executive Departments a statement 
relative to the legislative proposal,’ S. 1140, which is now before your 
subcommittee and which provides for the establishment of a Depart- 
ment of Health and the consolidation therein of certain hospital, 
medical, and public health functions of the Government. Except 
that the new agency would have departmental status, the bill sub- 
stantially conforms to the recommendations of the Commission on 
Organization of the Executive Branch of the Government for the estab- 
lishment of a United Medical Administration. At that time, the 
Director advised the committee that because of the many interrela- 
tions among health, education, and social-security activities and the 
desirability “of developing a center capable of dealing broadly with 
problems of human well-being, the President has long recommended 
the establishment of a Department of Health, Education and Security, 
and consequently, the proposal embodied in S. 1140 would not be in 
accord with the program of the President. The Director has author- 
ized me to inform you that for the reasons outlined in his letter to your 
committee on May 4, 1951, the proposed legislation is still regarded 
as not in the best interests of effective organization and administration 
of the Government and therefore not in accord with the program of 
the President. 

I might parenthetically add, Mr. Chairman, that the revised com- 
mittee print of the bill as recently furnished to us would likewise be 
considered not in accord with the program of the President. 

Essentially, this bill—and the recommendations of the Commission 
on Organization of the Executive Branch of the Government 
provides for the centralization of the majority of the present Federal 
health, medical, and hospital programs in a single department by 
effecting three major changes in the present organization of the 
Government. 

The separation of the United States Public Health Service from 
the Federal Security Agency. This would be a reversal of earlier 
governmental reorganization policies designed to integrate and coordi- 
nate the closely interrelated health, education, and social security 
programs of the Government. 

The removal from the Veterans’ Administration of the medical, 
hospital, and domiciliary program, the largest single operating function 
of that agency. Such action would run counter to the basic principle 
of organizing all major Federal programs for veterans into a single 
— y. 

The transfer of a major portion of the in-patient and out- patient 
me “dical and hospital activities of each of the three se parate medical 
services of the Department of Defense (Army, Navy, and Air Force) 
and their amalgamation with other medical programs transferred to 
the proposed Department of Defense. 
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The committee’s revision of S. 1140 dated March 13, 1952, does 
modify this latter provision somewhat. However, because of the use 
of the phrase “general hospitals”, and I would like to bring this to the 
attention of the committee, to designate those in the military depart- 
ments to be transferred, it is not clear just how extensively the hospital 
system of the Armed Forces would be affected, since the phrase ‘gen- 
eral hospital’’ to designate hospitals of the medical departments has 
been terminated and therefore would not have a significant meaning 
at this time. 

I would like to point out in just a brief way the character of the 
present Federal medical and hospital program. 

Excluding the health phases of the Federal civil defense program 
and the medical research activities of the Atomic Energy Commission 
the total Federal medical and hospital program is two- -fold in charac- 
ter; and this bill has an impact on both of them. 

First, the program of improving the health of the total population of 
the country—through assistance to State and local public health 
services and through medical research and aid to medical eee ey od 

And secondly, the provision of medical and hospital care by the 
Federal Government for its own beneficiaries, which may be charac- 
terized as the Federal Medical and Hospital System. 

The first program, which is administered by the United States 
Public Health Service, is completely interrelated with the education 
and welfare programs of the Government. It is therefore the view 
of the Bureau of the Budget that this broad national health program 
is so substantially divorced from the program of direct medical care 
for Federal beneficiaries as to make a merger of the administration of 
the two programs within a single health agency unwarranted and 
unacceptable if it means its divorcement from the other programs now 
administered by the Federal Security Agency, which presumably the 
bill does imply. 

The major criticisms and recommendations of the Commission 
on Organization of the Executive Branch were aimed at the organiza- 
tion and administration of the medical and hospital operating program 
of the various Federal agencies—the Federal Medical and Hospital 
System. This system today comprises approximately 500 hospitals 
and 220,000 beds in the continental United States. Roughly 400 of 
those hospitals and 200,000 of these beds are about equally divided 
between the Veterans’ Administration and the Department of Defense. 

Therefore, it would seem that the question of whether a Depart- 
ment of Health should be created revolves fundamentally around the 
efficacy of (1) taking away from the Veterans’ Administration and the 
Department of Defense all or substantially all of their medical and 
hospital functions, and (2) attempting to create a single medical and 
hospital operating system of the proportions which the proposed 
legislation would establish. 

Senator O’Conor. Mr. McNamara, it would seem to me that the 
following text, which I have already reviewed, might well be included 
in vour statement as inserted in the record. 

Mr. McNamara. Senator, : had intended to exclude that from my 
remarks, and was going to pick up in the middle of page 5, under the 
heading of the view we take that most of the advantages of a depart- 
ment of health are obtainable without the proposed drastic reorganiza- 
tion. And under that discussion, I have rather delineated much of it, 
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but I would like to point out a few things, if I may, and I would be 

very happy to have the chairman suggest any parts you would con- 

sider that it was not necessary to present to you. 
(The material referred to is as follows: ) 

I—A. Transfer of the Hospitals, Infirmaries, and Dispensaries of the Army, Navy’ 
and Air Force in the Zone of Interior to the Proposed Department 
of Health: 

1. Unrealistic from an operating point of view. 
2. Unrealistic from a staffng point of view. 

3. No substantial economies or strengthening of medieal care. 

4. Need for development of a closely knit medical and hospital 
service for the Department of Defense—not a splintering. 

B. Transfer of Veterans’ Administration medical and hospital program: 

1. Contrary to concept that all veterans’ services should be grouped 
together functionally. 
2. Transfer to a Department of Health is not essential to effecting 
remedial actions proposed by the Commission. 
1I1—Soundness of creating a single hospital and Medical Care System for Care of 
the Federal Government Beneficiaries: 
(a) No economy in an operation of such magnitude. 
(b) Extreme difficulty of administration. 

Unwieldy—practical limitations. 

Present VA experience—serious question of ability to staff and 
effectivel¥ operate the presently authorized hospital organi- 
zation and out-patient program. 

Present Department of Defense experience. 


(c) Necessity for permanent use of military personnel obtainable 
through compulsory service. 

Mr. McNamara. It is the view of the Bureau of the Budget that 
the organization survey of the Federal medical services made a very 
valuable contribution in pointing out problem areas needing organiza- 
tional or program strengthening. Conditions have materially changed 
since the survey was made particularly as it relates to the military 
medical and hospital programs. Indeed it is fortunate, perhaps, 
that the Commission’s recommendations as they affect the Depart- 
ment of Defense had not been implemented. This is not to say that 
nothing should be done about the Commission’s recommendations. 
Actually a number of important actions have been taken to gain the 
advantages of these recommendations. 

First, the Commission recommended the establishment in the 
Department of Defense of a strong control over medical policy at the 
level of the Secretary of Defense and proposed an advisory committee 
composed principally of civilian doctors and a dentist together with 
the Surgeons General of the three military services. Such a committee 
was immediately established as an advisory group to the Secretary of 
Defense and is known as the Armed Forces Medical Policy Council. 
It has proven very effective in developing Department of Defense- 
wide standards and policies, principally in professional medical and 
personnel areas. 

Rather than splintering the military medical services as proposed 
by the Commission, it is believed the objectives of the Commission 
can be attained by developing within the Department of Defense 
itself a single strong and full integrated medical service. We believe 
this function is readily susceptible to complete unification. As an 
immediate step in that direction, it is essential that the merely advisory 
role of the Medical Policy Council be terminated and its function 
strengthened greatly so as to (t) provide over-all policy direction and 
control; (2) place responsibility centrally for effective and integrated 
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program and construction planning and review of the total medical 
services of the department; and (3) provide for the unified operation 
of common services and activities such as medical procurement and 
supply, education and training, medical research, blood plasma man- 
agement, medical and allied professional personnel procurement, 
et cetera. 

The second course of action that has been taken to help meet the 
recommendations of the Commission is this: The Commission empha- 
sized in its study that hospital construction costs could be standardized 
and reduced through a single Federal medical and hospital agency. 
Obviously, there should be some uniform standards and criteria 
governing construction of hospitals as is true of other major Federal 
construction programs, but it is believed this can be accomplished 
without the enactment of this legislation. The Bureau of the Budget 
and the Department of Defense have been developing jointly standard 
designs and sizes of hospitals for the Armed Forces which will be used 
by all three military medical services in constructing their currently 
expanding hospital requirements. The space and activity require- 
ments for each size hospital have been developed in complete detail 
with all three services participating and concurring in the results. It 
is contemplated that this program will be extended to the other 
Pe ee ee: 

Third: The Commission contented that centralization of medical- 
care programs in a single agency would improve Federal medical-care 
standards. You will find that several important executive actions 
have been taken which contribute greatly to such improvement. 
For example, (@) the new Armed Forces Medical Policy Council has 
given primary emphasis to this area, (6) the President directed the 
establishment within the Executive Office of the President of a 
Health Resources Advisory Committee composed entirely of civilian 
medical and health authorities from outside of the Federal Govern- 
ment to study and make recommendations on Federal medical and 
health programs and their impact on the non-Federal medical activities 
of the Nation, particularly as related to defense mobilization. This 
committee meets regularly with all the top Federal medical and 
hospital program directors for discussions of mutual problems con- 
cerned with improving Federal medical-care standards and procrems, 
(ec) to conserve scarce professional manpower and facilities and to 
provide the hicvhest standards of medical and hospital care for patients 
having chronic diseases such as tuberculosis and neurospychiatric 
illnesses or conditions requiring highly specialized treatment, the 
President centralized within the Veterans’ Administration the 
responsibility for providing hospital care for all permanently retired 
military personnel suffering from chronic illnesses (Executive Order 
10122). The President also directed the Department of Defense to 
transfer to the specialized facilities of the Veterans’ Administration 
all active military patients requiring prolonged hospital care for such 
conditions as tuberculosis, neuropsychiatric illnesses, paraple~ia, 
major amputations, blindness, and deafness requiring phvsical 
rehabilitation, plastic surgery, and certain neurological cases (March 
1951) 

Senator O’Conor. At that point, if I may, Mr. McNamara, we are 
very interested in having your comment on section 3. I believe that 
it is referred to on page 9. 
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Mr. McNamara. Would you like to have me take it up at that 
point?) Or may I particularly comment under 4, and then go to that 
section, Senator? 

One additional thing that the Commission particularly pointed up, 
on which I would like to comment, is that the Commission indicated 
the ne ed for a clear governmental policy on the extent of the Govern- 
ment’s responsibility for providing hospital care for veterans having 
non-service-connected illnesses, which at present is governed by the 
extent to which beds are available. The President has endeavored 
to clarify this policy issue by two definite actions of the executive 
branch. In his last several annual budget messages to the Congress 
he has enunciated the position that the chief responsibility of the 
Government is to give medical care to veterans who have been injured 
in the service, and that the needs of veterans not resulting directly 
from military service can best be met through the welfare programs 
serving the whole population. In consonance with this general policy, 
he has indicated that the size of the Veterans’ Administration hospital 
svstem shall be limited to the number of hospitals presently in opera- 
tion or authorized for construction. 

Regarding section 3 of the committee print, Mr. Chairman, which 
provides for a board of seven members from outside the proposed 
Department of Health to act as the head of the policy planning staff 
of the Department, the Bureau of the Budget sees no objection to the 
use of such a group, although, as Colonel Ljams pointed out, we would 


question that it could serve in other than an advisory capacity. We 
fail to see how such a group could “head’’—that is the language 
used—a segment of the staff of the agenev. Obviously, such a 
group could legally concern itself only with the responsibilities 
assigned by this legislation to the new agency. We would wonder 


whether the Administrator of Veterans’ Affairs would have any 
concern with or even be willing to serve as a member of such an internal 
group, and I emphasize ‘ ‘nternal group,” within this new agency, 
since he would have no further responsibility for medical and hospital 
care for veterans under the bill 

In conclusion, it is the view of the Bureau of the Budget that the 
establishment of the proposed Department of Health would not be in 
the best interest of official organization of the Governments, and that 
many of the recommendations of the Commission on Organization of 
the Executive Branch of the Government for improvement of the 
Federal medical services have been and are being attained without 
the disadvantages such reorganization would cn 98 

If you have any questions you would like to have me answer to 
amplify further the Bureau’s comments on ie 3, 1 would be 
glad to do it. 

Senator O’Conor. Senator Schoeppel may have other questions, 
but I would like to ask you whether or not, in the light of the exper- 
ience prior to 1948, you feel that anything in that experience was of 
importance, other than, of course, that to which you already have 
referred, in our consideration of any new set-up? 

Mr. McNamara. Mr. Chairman, on June 19, 1951, the Director 
of the Bureau of the Budget addressed a letter to the chairman of the 
Senate Committee on Labor and Public Welfare, which was consider- 
ing a bill to establish a Federal Board of Hospitalization, which I 
gather is somewhat the intent of this bill, although it is so written 
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that it does not provide for anything like what the Federal Board of 
Hospitalization was. 

The Director of the Bureau of the Budget in that letter explained 
why he had discontinued such a Board, which was an inde pendent, 
informal group appointed by the Diree tor of the Bureau of the Budget 
to serve in an advisory capacity to the Director. That Board had 
existed for many years, but had become inactive until World War II 
came along, when the Director felt that he would like to reactivate 
it in order to provide a coordinating medium for the total new hos- 
pital-construction program of the military services. 

As the Director said in his letter to the chairman of the committee, 
the decision to reestablish that Board was dictated by the particular 
circumstances existing back in 1943, and the advisory board was of 
immeasurable assistance to the President and the Bureau of the Budget 
in providing that coordinating mechanism. However, the need for 
such a coordinating mechanism ceased, in the view of the Director of 
the Bureau of the Budget, and he therefore terminated the Board as 
such. The Bureau of the Budget through Hospital Branch has 
been performing that coordinating function since 1948. We have 
been coordinating the current very extensive expansion of the military 
program. And with the establishment of a Health Resources Ad- 
visory Council in the National Security Resources Board, it is the 
view of the Director of the Bureau of the Budget that adequate 
coordinating facilities are available to deal with the over-all problem. 

Senator O’'Conor. Mr. McNamara, we are very grateful to you. 

Mr. McNamara. It was a pleasure to appear before you, Mr, 
Chairman. 

Senator O’Conor. Commander Harold B. Corwin? 


Commander, I understand you represent Vice Adm. H. G. Hamlet, 
president of the Retired Officers Association. Is that correct, sir? 


STATEMENT OF COMMANDER HAROLD B. CORWIN, UNITED 
STATES NAVY, RETIRED, ASSISTANT LEGAL COUNSEL FOR THE 
RETIRED OFFICERS ASSOCIATION, REPRESENTING VICE ADM. 
H. G. HAMLET, RETIRED OFFICERS ASSOCIATION 


Commander Corwin. That is correct. 

Senator O’Conor. And it is our understanding that you will sub- 
mit your statement, which I assure you will be printed in full. 

Commander Corwin. I only wish to aoe you, Mr. Chairman, for 
the opportunity afforded us to appear here. I could summarize in 
about 1 minute the four main points. 

The Retired Officers Association is opposed to the enactment of the 
bill under consideration, 5. 1140. We base our opposition principally 
on the fact that it would tend to disrupt, if not destroy, the present 
high efficiency of the existing medical services of the Armed Services 
and the Veterans’ Administration. 

Secondly, it is not apparent how economy of operation of medical 
services can be achieved by a divided authority between Government 
departments and agencies with its attendant divided responsibilities 
without a decrease in both the measure and manner of services now 
being rendered. 

Third, the measure would tend to destroy the esprit de corps and 
pride of service now existing within these respective medical services, 
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which is now responsible in a large degree for the efficiency of those 
services. 

Fourth, service in the uniformed services under long-existing laws 
defining entitlement to certain medical benefits constitutes a prepay- 
ment for certain hospitalization and medical attention for veterans 
and members of the armed services, including in certain cases such 
benefits for dependents also. 

These apparently are omitted from the provisions of the present 
bill. And for those reasons, generally, we oppose the measure and 
urge the committee to recommend an unfavorable report. 

Thank you, sir, for this opportunity. 

Senator O’Conor. Thank you, Commander Corwin. We certainly 
are grateful to you. And, as I said before, the entire statement will 
be included in the record. 

(The statement referred to is as follows:) 








STATEMENT ON BEHALF OF THE RETIRED OFrricers ASSOCIATION ON 8S. 1140 
AND THE CoMMITTEE Print OF Marcu 18, 1952, a Brut To Estastisn anp To 
ConsoLipATE Certain HospiraL, MEpIcAL, AND PuBLic HEALTH FUNCTIONS 

OF THE GOVERNMENT IN A DEPARTMENT OF HEALTH 

The Retired Officers Association is opposed to the enactment of the bill under 

consideration, S. 1140, and to the committee print, which propose to establish 

and consolidate certain hospital, medical, and public-health functions of the 

Government in a Department of Health. 

Both bills would establish a new Department of Health within the Government 
with a Secretary, Under Secretary, and Assistant Secretaries of Health. The 
new Department would operate all physical facilities transferred to it and con- 
duct the public-health activities of the Government, including hospitalization, 
and medical and health care of veterans. Virtually all Government hospitals 
and dispensaries of all departments and agencies would be transferred to the 
Department, with armed-services dispensaries and station hospitais retained by 
the particular service under the committee print. 

Our association is composed in the main of retired personnel of the seven uni 
formed services and all of their components. Most retired personnel are veterans 


within the definition entitling them to Veterans’ Administration benefits. Large 
numbers of these retired personnel have qualified for and have been in receipt 
of benefits under laws relating to the Veterans’ Administration Crherefore, 


retired personnel have a vital interest in the present high efficiency of the 


medical 
services not only of the Army, Navy, and Air Force, but also of the Veterans’ 
Administration. 

The principal grounds for opposition to the measure are: 

(1) It would tend to disrupt, if not destroy, the present high efficieney of the 
existing medical services of the Armed Services and the Veterans’ Administration. 

The proposals of the bill divide both authority and responsibility, first, between 
two Government departments, one of which, the Department of Defense, is com- 
posed of three major divisions, the Army, the Navy, and the Air Force; and, 
second, between the newly created Department and a major agency of the 
Government. One certain result of such divided authority and responsibility 
will be a decrease degree in efficiency of service to those admittedly entitled to 
the best type of service that it is within the ability of our Government to furnish. 

The degree of confusion and inefficiency that would result from this divided 
authority and responsibility can well be envisioned. The original records of all 
veterans and service personnel are with the department in which they served. 
In many cases they must necessarily remain there. This is particularly true of 
retired personnel who remain subject to recall in time of war or national emer- 
gency. The records and the responsibility for such retired personnel must ob- 
viously remain with the branch of service of which they remain members. Thou- 
sands were recalled and served during the last war. The present high efficiency 
of the medical service rendered by the Department of Defense and the Veterans’ 
Administration has been painstakingly developed with the fullest cooperation of 
the civilian leaders of the profession in the country. Their continued assistance 
cannot be assured under the dubious plan presented here. 
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(2) It is not apparent how economy of operation of medical services can be 
achieved by a divided authority between Government departments and agencies 
with its attendant divided responsibilities without a decrease in both the measure 
and manner of services now being rendered. 

Economy of operation of all Government departments should be imperative 
at all times. With part of the functions of the administration of veterans’ affairs 
remaining in the Veterans’ Administration, and by far the greater portion of the 
administration of personnel of the Department of Defense remaining there, the 
proposed plan for separate medical service can only result in extensive duplication 
in the staffs of both departments. This applies in the transfer of records of 
patients and in the transfer of Armed Forces medical, dental, and nurse personnel. 

The only apparent manner in which economy could be affected would be by 
the proposed Department of Health decreasing the quantity and quality of medi- 
cal service now rendered. 

Morale is an important factor even in a civilian organization. It becomes of 
utmost importance in the military service. 

There seems to be no provision in the measure for the care of dependents of 
those on active duty in the armed services, nor for those of regular retired, now 
provided by law for them. It is doubted that service morale can be maintained 
at a high level with the indirect authority and responsibility for such care for 
personne! themselves and their dependents as would be provided under the present 
measure 

(3) The measure would tend to destroy the esprit de corps and pride of service 
now existing within these respective medical services, which is now responsible 
in a large degree for the efficiency of those services. 

It may also well be believed that enactment of this measure would destroy the 
esprit de corps within the respective medical services of the armed services, Vet- 
erans’ Administration, and the Public Health Service. The personnel of the var- 
ious s*rvices chose them largely because of some special interest in the field of 


medicine prac ticed within that service or in those being served. Continued prac- 


tice in the field has built up additional interest, abilities, and loyalties. Pooling 
great mass would tend to destroy the basis for selection 
of careers. The difficulties of obtaining new personnel and holding the present 


of all such personne! in on 
will be multiplied. It is difficult to envision the effective administration of the 
provisions for assignment of the various medical officers to duty in the Department 
of Health. As to those in the armed services, both versions of the bill provide for 
assigament to duty in the Department of Health, including medical personnel 
eserve components when in an active-duty status. 
+) Service in the uniformed services under long-existing laws defining entitle- 
ment of certain medical benefits constitutes a prepayment for certain hospitaliza- 
tion and medical attention for veterans and members of the armed services, 
including in certain cases, such benefits for dependents also. 

Since the establishment of our Government it has been a prime universally 
accepted concept that the citizenry as a whole benefited through the service of a 
certain limited group in the defense of the country in time of war. That, as a 
result of that benefit to the country at large, such service in time of war constituted 
prepayment to the Government for necessary hospitalization and medical atten- 
tion resulting from service-incurred disability. Further, insofar as the career 
personnel of the armed services are concerned, the entitlement of such medical 
services and benefits has historically been taken into consideration in establishing 
the rates of pay while continuing in active service. 

A military veteran, especially the veteran with a service-incurred disability, 
which class constitutes the great bulk of the responsibilities of the Veterans’ 
Administration and of the medical servicés of the armed services, has rightly 
felt, and continues to feel, that by his military service and his service-incurred 
disability, he has become entitled by such prepayment to the most efficient and 
best medical attention that his Government can reasonably furnish. The enact- 
ment of the present measure would certainly constitute a dilution of such entitle- 
ment. He should not be relegated to the uncertainties that are inherent in the 
present bill or in the plan for a general consolidation of all health services with a 
divided, overlapping, and uncertain authority and responsibility. 

The Retired Officers Association therefore urges this committee to recommend 
an unfavorable report on the bill S. 1140 and the committee print as well. 


Senator O’Conor. Dr. R. C. Page and Mr. Robert L. L. MeCor- 
mick, 
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You are, for the record, Dr. R. C. Page? And, Doctor, you are the 
chairman of the National Doctors Committee for Improved Federal 
Medical Services, are you not? 


STATEMENT OF DR. ROBERT C. PAGE, CHAIRMAN, NATIONAL 
DOCTORS COMMITTEE FOR IMPROVED FEDERAL MEDICAL 
SERVICES; ACCOMPANIED BY ROBERT L. L. McCORMICK, RE- 


SEARCH DIRECTOR, CITIZENS COMMITTEE FOR THE HOOVER 
REPORT 


Dr. Pace. That is correct, sir 

Senator O’Conor. And, Mr. McCormick, of course, you are well 
and favorably known to us, but for the record, you are Robert L. L. 
McCormick, research director of the Citizens Committee 
Hoover Report. Is that not correct? 

Mr. McCormick. Yes, sir. 

Senator O’Conor. Gentlemen, will you make yourselves comfor- 
table. Any way in which you desire to present your views will be 
entirely acceptable. 

lt occurs to me, Dr. Page, that, having as we do a knowledge of 
your splendid grasp of the whole subject, we should like to have your 
statement go in the record in full without interruption, so that the 
continuity of it might be preserved, and then, of course, have any 
other views which you desire to express. Senator Schoeppel and I 
might, of course, have some questions to ask. a it occurs to me, 
and 1 know you wish to do that which would be of greatest help to 
us or to the proper consideration of the measure, ee it vou might give 
special attention to the views expressed by those who have ei osed 
S. 1140. While we do not wish to make this a running debate or 
anything of that kind, nevertheless, so that we may have your views 
as consultants to the committee, we would be very much benefited 
by such information. Without in any sense wishing to advise you 
how to present the matter, I will simply say that that might be of 
especial help to us. 

Dr. Paar. Thank vou, sir. I will try and do that for you. 

For the sake of brevity, I think I will pass over the first two pages 
of this statement, because it just gives you some idea of my back- 
ground and my interest in the field of total health care. It also 
briefly states my association with the National Doctors Committee. 

As four distinguished members of our National Doctors Commit- 
tee—all learned in the “medical arts,” have already appeared before 
you in support of S. 1140 and have discussed the Hoover Commis- 
sion’s proposals in detail, it is unnecessary for me to again review the 
general provisions of the legislation now before you or the 
problems the legislation is designed to correct. 

First, may I express my very deep appreciation to you for allowing 
me to appear to present my personal views. Because of my absence 
from the country when the hearings started, I deem it a special privi- 
lege to be given this opportunity. 

Gentlemen, I have just returned from a 2 months’ tour of England 
and the Continent. I visited Norway, Finland, Sweden, Denmark, 
Germany (the western zone), France, and England. In each country, 
as in the past, I made it a point to bring myself up to date in regard 
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to the medical situation in these respective countries. I came home 
feeling more strongly than ever that something must be done without 
delay to protect our way of life in the field of medical practice, and 
that the first step in this direction is to streamline our Federal medical 
system so as to have maximal utilization of medical manpower, 
facilities, and equipment. 

Since my return I have read the testimony of the many witnesses 
who have appeared in opposition to S. 1140. Frankly, I have learned 
nothing that changes my personal opinion that the creation of a new 
Department of Health would be anything but helpful and construc- 
tive to the beneficiaries of Federal medical services, the doctors, 
nurses, and technicians who would be a part of the Department, to 
the taxpayers of the Nation, and to the entire medical profession. 

With your permission, I shall now examine briefly the major 
objections made to the plan — a Federal Department of Health. 

1. Oscar Ewing: As I see Mr. Ewing’s major objections are 
first, that it is his agency, the i ede ral Security Agency, which should 
be elevated to departme ntal status instead of having a Department 
of Health created; second, that the transfer of the Public Health 
Service to an organization like the Department of Health would 
inevitably subordinate the public health function to the business of 
medical and hospital care. This vast system, he said, would demand 
practically the undivided attention of the proposed department’s top 
level staff; and third, that the health activities of the interrelated 
services of the F ederi al Security Agency, namely, the Office of Educa 
tion, the Children’s Bureau, the Food and Drug Administration, a 
so forth, would be greatly weakened by the transfer of the United 
States Public Health Service. 

As a doctor, I am not in accord with Mr. Ewing’s line of reasoning 
in regard to points 2 and 3. Under S. 1140, one of the top level 
policy makers would be the Surgeon General of the United States 
Public Health Service. This must mean that the emphasis of pre- 
ventive medicine and research in this field would be placed in proper 
relationship to similar activities of the other medical services. I am 
referring now to the ever-expanding problems in this field which are 
common to the Army, Navy, and Air Forces. 

This would greatly assist the Federal Government in its over-all 
mission to improve environmental health and the control of con- 
tagious dliseases, et cetera, and prevent the situation now so apparent 
in Great Britain where the bulk of money under the socialized medical 
program is spent for curative medicine with little left over for research 
and public-health services. 

Mr. Ewing’s argument in regard to the related agencies in the 
Federal Security Agency, I believe, is specious. After all, the inter- 
related services must now go to the United States Public Health 
Service for information they require. It would, in reality, be more 
practical for them to go to the Department of Health for over-all 
advice. 

As point 1 of Mr. Ewing’s statement is nonmedical, I am not in a 
position to comment. 

A word or two about Rear Admiral Brown. 

Rear Admiral Brown, testifying against S. 1140 for the Department 
of Defense, based his operation on five main contentions—like Mr. 
Ewing, no facts and figures are included in his testimony: 
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(1) Logistic support would be impaired ; 

(2) Professional training would not include military considerations 
essential to adequate preparedness for war; 

(3) Hospitals of the Army and Navy within the continental United 
States would be taken away; 

(4) Determination of fitness for duty of hospitalized members of 
the service would be under the control of other than a military or 
naval agency; and 

(5) Adequate free medical care for dependents of armed services 
personnel could not be maintained. 

Admiral Brown’s objections as to training, medical care of depend- 
ents, and determination of military fitness can efficiently and effec- 
tively be worked out and reconciled at policy-making le vel. 

As to legitimate support, in field training and in war areas, the 
military would, without question, be in control. The bill gives no 
authority to do it otherwise. 

If the primary aim is to provide maximal professional proficiency 
in an economic yet efficient manner, to my knowledge, no plausible 
reasons have been put forth to date to show why the bed care ne _ 
within the continental United States should not be incorporated i 
the over-all Department of Health. Certainly, Admiral Brown ion 
given no compelling reasons why they should not be. In similar 
fashion, Admiral Brown makes the sweeping statement that no 
economies would follow a subordinated medical program, without 
inclusion of substantiating evidence. 

And now, the American Medical Association: If Dr. Walter B. 
Martin’s statement when testifying for the American Medical Asso- 
ciation is carefully scrutinized, it is quite apparent that he is more 
in favor of the principles of S. 1140 than opposed. He agrees fully 
with the necessity for creating a Department of Health. He urges 
a central control of the construction of Federal hospitals and the 
assignment of beds. These two provisions are the basic objectives 
of S. 1140. 

Dr. Martin reiterated the belief of the American Medical Associa- 
tion that one way to effect Government economy in the medical field 
is to obtain a clear and up-to-date definition of the extent of the 
Government’s responsibility for furnishing medical care in reference 
to non-service-connected disabilities and the dependents of service 
personnel. 

Every thinking and honest doctor in the land will agree with this 
statement. So did the Hoover Commission. 

Consideration of this very vital question from the standpoint of 
efficiency and economy would certainly be in the province of the 
policy making group of the proposed Department of Health. 

Frankly, it is impossible for me to understand how the American 
Medical Association, as we have heard, can be “in complete accord 
with the desire to effect economy in the operation of the Federal 
medical services’’—which certainly is the basic tenet of the bill 
and on the other hand avidly oppose S. 1140 without offering any 
specific amendments. This negative attitude neither aids the Gov- 
ernment in putting its house in order in regard to its Federal medical 
obligations nor does it aid the medical profession. As a private 
citizen interested in the welfare of the country, I fail to comprehend 
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this attitude on the part of the American Medical Association, of 
which I also happen to be a member. 

Colonel Ijams made a very interesting statement in his reference 
to General Dawes, because prior to his passing he was a member of 
the board of directors of the Citizens Committee for the Hoover 
Report and a known supporter of its recommendations. It is appar- 
ent, therefore, that he recognized the need for reorganization and 
improvement of the Veterans’ Administration. 

Senator O’Conor. If I may, Doctor, interrupt you at this point. 
In taking up the question of the position of the service organizations, 
I assume that vou are going to give attention to two important features, 
and I should like very much for you to refrain from cutting short any 
comments on them, because they undoubtedly will be of interest to 
us all. 

One, as to whether or not the bill would actually extend coverage 
and would bring in many more cases than presently are covered in 
regard to non-service-connected disabilities; and, secondly, regarding 
the professional qualifications of the officials to be appointed, as to 
whether or not the policy remains that those without medical qualifi- 
cations might be appointed. 

I assume you will discuss these points. 

Dr. Pace. Yes, I shall. 

Senator O’Conor. Ve Try cood. 

Dr. Pace. In specific regard to the American Legion, the testimony 
of Gen. John Thomas Taylor, legislative consultant; Mr. Earl V. 
Cliff, Chairman of the National Rehabilitation Commission; Dr. 
Winfred Overholser, member, Rehabilitation Advisorv Board; and 
Dr. Hyman Shapiro, medical consultant—all of the American Legion, 
is all of a general nature. 

From a medical point of view, their arguments fail to hold w ae hi 
The bulk of their testimony is emotional and not substantiated | 
scientific fact. As a veteran myself, I am astounded at their blind 
opposition to each — every construttive recommendation relative 
to veterans put forth by the Hoover Commission. 

The Legion objections which I have been able to pinpoint from the 
maze of generalities are these: 

1) There are no definite specifications as to the professional status 
of the Secretary for the proposed Department of Health and/or the 
Assistant Secretaries, which is the thing you mentioned, sir. 

2) The Deans Committee would cease to function because doctors 
would not give freely of their time and services to a Department of 
Health. 

(3) The bill would expand services to veterans and would require 
more hospital beds. 

(4) Veterans require a special kind of care that only can be ob- 
tained in Veterans’ Administration hospitals. 

(5) Admittance of veterans to Department of Health hospitals 
would be subordinated to requests of other beneficiaries.  - 

(6) Voluntary services of such groups as the American Legion 
auxiliaries, movie, radio and television stars, et cetera, would not be 
available to Department hospitals as they are to Veterans’ Adminis- 
tration hospitals. 

Considering each objection in order I have these brief observations 
to make: 
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With reference to point No. 1, which is the one in which I think 
you are particularly interested, as to the professional specifications 
regarding the Secretary and Assistant Secretaries of the Department 
of Health, it is my understanding that it is unconstitutional to limit 
the power of the President in appointing heads of departments. The 
bill, therefore, does not attempt to prescribe qualifications for the 
Secretary of the Department of Health. 

As to the Under Secretaries and the Assistant Secretaries, iteis felt 
that the term “learned in the medical arts’? is comparable to the 
language employed in positions of like caliber in the Department of 
Justice where the term “learned in the law” has always insured that 
legally qualified men have held these positions. The bill specifies 
that the Senate has the customary right of disapproving unqualified 
appointees. 

Second, the claim that the Deans Committee would not function if 
the VA hospitals became Department of Health hospitals is, 1 am 
positive, a quite unwarranted and incorrect assumption. There is no 
question in my mind, and there are many precedents to bear me out, 
that highly efficient, well-organized hospital units attract the highest 
caliber of young graduates who are willing to give their services for 
nominal recompense along with experienced doctors and professors 
who always give freely of their time to community welfare and the 
teaching aspect of the medical profession. 

Third, the American Legion knows that the beneficiaries entitled 
to Federal medical care are prescribed by law. Certainly, there is 
neither intent nor any possible way of providing additional care. The 
wording in 8. 1140 merely stipulates that the Department of Health 
would insure that the best obtainable medical and health care shall 
be available for all veterans who the Administrator of Veterans’ Affairs 
has determined are entitled thereto under the laws of the United 
States. Obviously the VA would certify service-connected cases first. 
The bill itself requires that they be given priority. There would be 
absolutely no change in admittance priority. 

I would like to pause here a moment. The figures we have been 
using—and these figures we obtained from the veterans’ associations 
ourselves, are something like this: 

Last vear, 87 percent, I believe, of all the cases admitted to veterans’ 
hospitals were recorded to be non-service-connected disabilities. Now, 
those are the figures we had gotten from them, and | was very inter- 
ested in hearing the interpretation of that. 

Fourth, as a doctor, 1 must grant that the unusual case requires 
ofttimes special attention. Fortunately these are few and far be- 
tween. It is the duty of the professional services division of any 
medical unit to anticipate for and determine the specific need and 
facilitate the necessary provisions for this need. 

Taking the Legion’s testimony that nearly 60 percent of all VA 
cases are tubercular and neuropsychiatric, it would seem that the 
handling of this problem is subject to immediate review and as such 
falls directly in the lap of Dr. Magnuson and his Committee To Study 
the Health Needs of the Nation. Certainly it shouldn’t be necessary 
to continue building large hospitals all over the country to take care 
of the remaining 40-percent patient requirement. I am sure the 
policy board of the proposed Department would develop methods 
and means for handling this problem effectively and efficiently. For 
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instance, ample routine chest X-rays for all veterans would be a step 
in the right direction. 

Fifth, it is difficult to see how the admittance of veterans under 
S. 1140 would be subordinated to other Federal beneficiaries. This 
is presently provided for by law. On the other hand, the new De- 
partment would almost certainly insure more rapid admittance in 
more conveniently located bed centers where specialist care would 
be avilable. 

And, lastly, I rather think that the warm-hearted sympathy and 
generosity that prompts members of the American Legion Auxiliary, 
the Red Cross Grey Ladies, stars of stage, screen, and radio to give 
of their time and energy to entertain and do kind things for veterans, 
servicemen, old people’s homes, and the like would not change in any 
way if the Department of Health were to take over veterans’ hospitals. 

Now, the Legion has made many other statements. S. 1140, it 
claims, would not lessen the maldistribution of doctors; it would not 
prevent the poor location of hospitals; it could not control the con- 
struction costs of hospitals; it would not effect economies. No 
substantiating evidence was given to support these statements. On 
the other hand, the Hoover Commission has produced facts supporting 
their contention that the above conditions would be corrected and that 
economies would be effected by coordinated action. Substantiating 
evidence has already been submitted by previous witnesses for the 
National Doctors Committee. In addition, I should like to submit 
as part of my statement a report, appendix A, by the research section 
of the Citizens Committee for the Hoover Report, showing that total 
savings of $162 million have already been effected as a result of the 
Hoover Commission recommendations, and the bill hasn’t even been 
enacted. 

The Legion claims that many of the figures used in the testimony 
of witnesses for the National Doctors Committee were wrong. The 
Citizens Committee claims the figures used by the VA are wrong. 

The point of the matter, however, is that no one can give really 
accurate figures On Many, Many important aspects of the medical 
care in the Federal system. ‘They just aren’t available under the 
present set-up. For example, a citizen of our $80 billion Government 
cannot find definitely; that is, in print 

(1) How many active and inactive hospital beds it has. 

How many patients are in them. 

(3) What patient loads are expected over the near and long term. 

(4) How much money is being spent for medical research, and where 
and why? 

(5) Comparative operating costs, per bed, per doctor, and per 
patient for all Federal hospitals. 

(6) How each community of our Nation is equipped to handle 
present and Netenitial hospital requirements. 

(7) What manpower is and will be available to staff present and 
potential hospital requirements of the Government and of State and 
private institutions. 

The Legion has also misinterpreted the attitude of the National 
Doctors Committee in regard to S. 1140. The witnesses who testified 
for it have gone on record as dé finitely approving the bill. They are, 
however, open-minded. The entire committee is open- -minded. 
What we seek is a solution to a situation that desperately needs cor- 
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rection. What we ask is a similar attitude on the part of all groups 
concerned with the problem. 

It is unthinkable that nothing can be done to improve the Federal 
medical system; it is unbelievable that further economies can’t be 
effected in the operations of a $2 billion enterprise. It is unintelligent 
to stubbornly oppose a measure without offering some constructive 
alternative. And an alternative, to do nothing, in the situation we 
are discussing, is not a constructive alternative. 

Members of this committee, I have talked at some length. You 
can gather that I feel strongly about the matter. It is my belief that 
the situation is critical—far more so than the gentlemen who sincerely 
opposed the bill contend. 

The Hoover Commission’s proposals are simple, business-like 
measures for operating the Federal medical system in an efficient and 
economical way. S. 1140 will not dismember anything or anyone. 
It will not reduce services. It will not change the philosophy, the 
scope, or the conduct of Federal medicine. It will, if enacted, provide 
a better base of operations, and its opponents would find themselves 
better able to provide the services for which they are responsible. 

The conservation of the Nation’s medical manpower; the provision 
of the highest quality of medical care to all citizens, civilian and 
noncivilian alike; the conduct of any adequate research program and 
a properly organized medical system serving equally well all members 
of the medical profession are the objectives we seek. 

I earnestly and respectfully bespeak the wholehearted consideration 
of this committee in examining the full implications of 5. 1140. This 
proposed bill is the result of the historic report concerning medical 
activities made by the Hoover Commission in 1949. = rior to that in 
1932 an authoritative report of the Committee on Cost of Medical 
Care, prepared by a body of 50 distinguished pee and medical 
administrators following a 6-year intensive study, was turned over to 
Congress. The recommendations made at that time are as valid 
today as they were then. Reports, surveys, et cetera are useless 
unless they are acted upon. Gentlemen, it is largely up to this group 
to see that some definite constructive action is taken now. 

In summary, this bill calls for a policy-making staff of the highest 
intellectual and professional order and an operating group whose co- 
ordinated action would inspire honest rivalry for over-all professional 
proficiency and at the same time allow for efficient coordination of 
effort on the part of Federal medical service and our 79 medical uni- 
versities whose job it is to train doctors for tomorrow’s needs. 

Education, research, preventive, curative, and rehabilitative medi- 
cine would all be enhanced by such a sound Federal medical program 
devoted to the health needs of the Nation. 

I have taken the liberty of attaching a paper, appendix B, recently 
prepared by me entitled “‘The Doctor for Tomorrow’s Needs.” It 
bears directly on this whole situation. I trust you may find it useful 
in your deliberations. 

Again I thank you for allowing me to present this statement. 

Senator O’Conor. Doctor, we are indeed very grateful to you. 
We are obliged to you for the very full presentation of. your views 

And may I say that we will consider the appendixes, Loneuiie A, 
Supplementary Statement on Economies, as well as Appendix B, the 
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material from the Journal of Medical Education, as accepted for ref- 
erence by members of the committee. 

May I ask Mr. McCormick if Appe ndix A, the Supplementary State- 
ment on Economies, embodies his views? 

Is that right, Mr. MeCormick? 

Mr. McCormick. Yes, sir. We have found, from official Govern- 
ment reports, that about $160,683,076 has already been saved in this 
field, and the report has not yet been fully implemented. 

Senator O’Conor. Mr. McCormick, is there any further informa- 
tion that you would like to add? 

Mr. McCormick. No, sir. 

Senator ScHoOEPPEL. Doctor, on page 3 you made the statement 
that you had just visited a number of foreign countries and that what 
you observed there made you feel, since returning to this country, 
more strongly than ever that this bill should be enacted. 

What did you find there that was superior to our American system 
of medical services? \ 

Dr. Pacer. I didn’t find anything that was superior to our over-all 
medical system. Quite to the contrary, sir. Our over-all medical 
system is superior to that of any other country I am personally famil- 
iar with. My great concern is to do what I can to preserve and im- 
prove it. Take, for instance, the Scandinavian countries. Those 
countries are all quite small, and their health in general is extremely 
high, and I think much higher than ours generally. But the principles 
under which those countries operate are noi exactly like ours at all. 

I do not want to go into too much detail on that, but I will tell vou 
something about the English system, which I have had the privilege 
of following over the last 10 years. 

As you know, it is ¢ ‘omple tely socialized, and it goes back to 1912 
fact. And of recent date it has included everybody that means the 
wife, the husband, and all the children—regardless of whether they 
work at all. And they receive complete medical care at Government 
expense. The whole system is based upon curative medicine and 
treatment. And the figures which I saw just before I left denoted the 
fact to me that there just wasn’t enough money to pay for the demands 
that were made upon the Government by the people. And, too, the 
doctors themselves were unable to get enough equipment to carry out 
even what was considered a half-baked job. 

Now, my purpose in pushing my thoughts regarding this bill is to 
keep our way of life intact and improve what we are doing and, by so 

doing, not adding more medicine in Government but better medicine 
in Government. In other words, no specific change in private medicine 
and Government medicine but improvement in our operating proce- 
dures. In other words, I learned nothing i in the countries to do; but 
I learned lots of things that we should not do here from the medical 
point of view. 

Senator Scooreppe.. That was one of the things. 

I took your statement to mean that after you visited England, you 
thought that we should make their medical policies a part of our Fed- 
eral system. And, | have some serious misgivings, from what some of 
my friends in the medical profession and others, who have been over 
there have told me, about the results of this medical program that go 
further than I am ever willing to vote to let them go in this country. 
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Dr. Pacr. I am very happy to hear you say that because I feel 
exactly the same way. 

All we recommend in this bill is taking what we already have by 
law and making it more efficient and eliminating some of the internal 
difficulties which we all know exist, and not adding more burdens. 

Senator ScHorpPEL. Do you feel there is a tendency in this country, 
if we do not enact this type of legislation for consolidation, to slip into 
some of these evil practices that you have observed in these foreign 
countries? 

Dr. Paar. Iam sure of it. A simple analysis of our statistics shows 
the subtle expansion of the growth in numbers who are entitled under 
present law to Federal medical benefits, which today numbers some 
24 million Americans, or 17 percent of our total population. 

The cost is now already $2 billion. My interpretation of what the 
bill will accomplish if enacted is to see that this $2 billion is spent 
efficiently and effectively. 

Senator ScHorpPeL. In other words, you feel that this $2 billion 
that we are spending, a considerable amount of it, goes for duplication 
and waste ina medical way. Is that true? 

Dr. Pacer. From all the facts that I have been able to ascertain, 
that is my confirmed opinion. 

Senator ScHoEPPEL. | was led to believe by reports from the medical 
association and writers who know far more about it than I do—I am 
not skilled in that line—that we have gradually elevated our medical 
services to the individual to a higher standard, we have cut down the 
death rate, and with research in educational institutions, eleemos\ 


i nary 
institutions, great endowment associations of all kinds, we have all 
contributed under the American system. And there is some misgiving 
to what extent that would be continued if we federalize medicine 

You dispel a lot of my misgivings in your paper. | hi ive been led 


to believe that this great Nation of ours has been on the upgrade in 
stretching out the life span, giving more services, and doing more 
research than ever before. 

Now, maybe I am wrong. 

Dr. Pace. Well, sir, as to the $2 billion that is being spent, I am 
quite sure the relationship of research and preventive medicine is 
such that, in comparison to the amount of money that is spent for 
curative medicine, the disproportion is most marked, which is a svymp- 
tom that I vrsualize here that is already the “‘disease” in Great Britain. 

Do you follow me, sir? 

Senator ScHorrreL. Yes. Idoina lay way, not a professional way. 

Senator O’Conor. If 1 might interrupt right there, because Senator 
Schoeppel’s very timely questions do point up a situation which has 
given us very much concern: Your knowledge of the actual experience 
in Great Britain unquestionably will be of very much help to us. It 
has seemed very apparent that the wider the coverage, particularly if 
we reach the -very unfortunate day when socialized medicine is the 
order of the day, the wider the coverage, the greater the cost; so that 
the immediate things, or the-things which appear immediate, are the 
ones which are given attention to the exclusion of the other all-im- 
portant matters. 

And again, as Senator Schoeppel has brought out, using his words, 
speaking from a layman’s viewpoint, is it not almost inevitable that 
under that situation the moneys available will be used for the curative, 
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and that the very great and important field of preventive medicine, 
with all the research and everything that goes with it, will be subordi- 
nated and will be relegated to the background? 

_ Dr. Pace. I couldn’t agree with you more, sir. That is exactly the 
situation. 

You see it in Germany. You see it in Italy. And you now see it 
in England. In fact, in England last week or the week before, I was 
amazed to see in a local newspaper that there was an outbreak of 
smallpox in Yorkshire. Now, it so happens that in 1796 the means 
of forever preventing that disease was discovered in England. In the 
United States we have 150 million people, and a smallpox outbreak 
rarely if ever happens. In England, | understand, it is not an 
uncommon occurrence. Now, that certainly isn’t a step in the right 
direction and would certainly not occur if the correct attention was 
given to preventive medicine. 

Our medical way of life is the best in the world. What we must do is 
to streamline it and apply what I think are straight, honest-to-goodness 
business principles. 

Senator ScHorpreEL. Going to the matter of smallpox and what you 
have observed over there, they have been doing some pretty fast and 
fancy experimenting along the lines of centralizing this into Govern- 
ment channels. And yet ‘apparently, they have not reached the point 
we have in America, in utilizing this professional approach to prevent- 
ing smallpox by inoculations and all of those things. 

Dr. Pacr. They have had it, but have gone back. They used to 
do it. 

Senator ScHorpPeL. Well, might I ask the question whether that 
is the result of the people’s attitude toward the Government running 
everything? 

Dr. Pacer. I do think, Senator, that has a great deal to do with it. 
However, I do not interpret that S. 1140 means that the Government 
is going to run the total medical affairs of the country. 

Senator Scuorrre.. I hope not. But we are now talking about 
England, and you related that situation to us. 

Dr. Pace. No. I am firmly convinced that what is going on in 
England must not happen to us in the United States. As to preven- 
tive medicine, I had a very, very excellent Army service myself during 
the war, and I am confident that the armed services are vitally inter- 
ested in preventive medicine and constructive medicine. But I don’t 
think they have been given the opportunity to practice that field the 
way some of the men in uniform would like to do it. 

Senator ScHopprEL. Why have they not? We are just talking 
plainly. We want enlightenment; and as far as I am concerned, [ will 
throw it out on the table. Why? 

Dr. Pace. I will give you my interpretation, because it is the same 
thing I have had to do in my job, to explain to management these very 
things. 

For some reason or other, medicine has grown up over the years to 
be thought of in lay minds and also in the minds of big administrators 
in terms of hospitals and hospital beds. So that theoretic ally, in the 
armed services, the whole medical services are operated in terms of how 
many hospitals we have and how big they are, and how many pe ople 
we can take into the beds. And really you hear very little about the 
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Air Corps and what they do with their flight surgeons in keeping the 
boys healthy and keeping them in their planes. 

We hear very little about the thought that maybe it would be a 
good idea to build an airplane to fit the man, instead of taking the 
man and having him fit in any ordinary airplane. 

Any number of very severe accidents have resulted, like fractured 
necks and things like that, just because the pilot was sitting in a 
particular space where he just didn’t fit. In other words, fit the man 
to the job. 

Now, all that falls into this tremendous field of preventive and con- 
structive medicine. That is the medicine of tomorrow. 

If you will notice, through my entire report I avoided, every time 
that I possibly could, mentioning hospitals. I spoke of bed care. 
And bed care, when it is necessary, is terribly important. But it is 
not the total answer to the medical needs of the Nation. 

Senator ScHorepre.. Of course, to my way of thinking, the bed 
care, the situation that develops in an individual by reason of disease 
or a prolonged condition, where he did not have the care before he 
moved into the hospital, is generally thought of as almost the last 
stage. He is almost forced there. 

Dr. Pace. That is true, sir. 

Now, our system is so set up that a lot of people get into hospitals 
before they actually need hospital care. And that is where our cost 
is. It is tremendous. 

Senator ScHorpPEL. That was my next question. I was going to 
say: If that is the case, how would we remedy it under this kind of a 
consolidation? Would it not be a matter of education? 

Through the advertising of, for instance, life-insurance companies, 
it is clear that they are betting against having to pay a lot of money 
out prematurely. If they can expand this life span by getting pe ople 
to watch this sympton and that symptom, get better medical service, 
they will get more premiums from the person. Is it not a matter of 
education? 

Dr. Pace. It is a matter of education and just ordinary good busi- 
ness. 5S. 1140 affords the mechanism for the implementation of sound 
business principles necessary to carry out the Government’s obligation 
to its beneficiaries. 

[ am sure you are familiar with the famous Mayo Clinic and how 
it runs and how it operates. It is a fine organization, and we can learn 
a lot from it. 

Now, | am sure you are familiar with the fact that the Mayo Clinic 
does not own a hospital. The Leahy Clinic in Boston is another one. 
And yet they render a terrifically high type of service 

And when a patient needs to go to a hospital, when he really needs 
to go, the Mayo Clinie and the Leahy Clinic in Boston facilitate 
admittance to an institution where proper definitive care is provided 
promptly. 

It is just like in the armed services. Our whole job there was to keep 
people out on the firing line, to get them in and out of hospitals as 
quickly as possible. Well, the same thing applies to the gigantic 
Veterans’ Administration. Get them in when they need it, and get 
them out. The principle of giving them the very best care must 
always be the consideration. And the best is none too good for them. 
And in order to give them the best, I am confident the duplication of 
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men, material, and space has got to cease. Because there is no 
end to that. From my own personal experience I know that whenever 
we build a hospital of, say, 200 beds, no sooner are the 200 beds built 
then we have to add another 200 beds to it. And so it goes. And I 
can elaborate on that to quite some extent, if you would like to have 
me do so. 

Senator ScHorPpreL. Now, if that is the case, having due regard for 
the psychological effect upon the patient who might feel he would 
have to linger in a reclining position in a bed longer than the medical 
service would require him to, do you not think that may be the doc- 
tors who send them there and the doctors who supervise them there 
are responsible for that condition somewhat? And how would that 
be changed under this system? 

Dr. Pace. Sir, as | mentioned in the first page or so of my state- 
ment, this entire problem is a doctor’s job from beginning to end. 
And a lot of the problems which have come out of this whole thing 
come from the fact that doctors have been taking orders from lay 
people. It is high time that doctors become trained in this important 
mnapeenent field of medicine. 

senator ScHorpreL. That is the thing I want pinned down. When 
I am sick, I look up someone, a doctor, who I suppose knows a little 
something more ‘about it than I do, and I take his advice, if I am 
smart. He is going to have an awful impact on what | am going to 
do if I am seared badly enough. 

The thing I still wonder about is: How are we going to remedy all 
that by consolidation and federalization, that is so important to so 
many people, even though misinterpreted, in certain phases? 

l come back again the matter of acquainting the individual, 


through education, the PTA’s, the better-health bureaus, research of 
all types and kinds, w th What he needs to know. 
Dr. Pace. | again agree with you, sir. Education is the answer 


to the problem; and I discussed that problem in my paper, The Doctor 
for Tomorrow’s Needs. We must take the mystery out of medicine; 
and when the mystery comes out, the person who is the recipient of 
our attention will understand and appreciate what it is all about. 
Now the creation of a Department of Health will not guarantee the 
broad program of education necessary for the public to totally under- 
stand the entire health problem——however, if all of the competing and 
conflicting medical programs of the Government are consolidated, 
certainly the task of public education would be a lot —_ or. 

Senator ScHorpre.. And then it would be your thought, if I follow 
you correctly, that if we had a better understanding of this Fh the 
standpoint of the doctor and his relation to the patient, we would not 
need nearly the magnitude of hospitalization that we have, because 
your doctors could give greater service and go further. 

Dr. Pace. That is right. ‘In other words, in my humble opinion 
the building of hospitals is not the answer to the medical needs of today 
or tomorrow. 

Senator ScHorrrer. | am going to say to you quite frankly that I 
am going to read the paper which you attached to this, which I have 
not had time to read vet, and I shall read it with much interest. 

Dr. Pace. Thank you, sir. 


Se 
view 
happ 

Di 
tell 1 

Se 
ask - 
has 
Whe 
atior 

Di 
is cel 

In 
lectu 
econ 

Se 
feel y 

W 
we a 
awal 
appe 

An 

(T 


ferre 


STATI 


My 
age, a 
ently 
Jersey 
advis« 
also a 

In 1 
of Lhe 
plann 
s¢ rvie 

Duy 
and li 
ticipa 
medic 
in che 
worki 
tation 

Cur 
servic 
of the 
This ¢ 
establ 
count 
surve} 

The 
sentin 

All 
comm 
public 

The 
coordi 
mum. 
withil 
to the 





ESTABLISH A DEPARTMENT OF HEALTH 211 


— 





Senator ScHoEPPEL. Because there have been many divergent 
views on this, and I have much critical mail anticipating what will 
happen if this bill goes through. 

Dr. Pace. We have had a lot of interesting letters from people who 
tell us, ‘Do whatever you can to see that that bill goes through.’ 

Senator O’Conor. Dr. Page, there is one question I would like to 
ask you, following Senator Schoeppel’s interesting inquiries. That 
has to do with the suggested Federal Board of Hospitalization: 
Whether you think that there is anything to be gained in the consider- 
ation of that aspect of the proble m at this time? 

Dr. Pace. Well, Senator O’Conor, it is not the total answer, but it 
is certainly a step in the right direction. 

In other words, any good board made up of real people, real intel- 
lectual people learned in the medical arts will be able to facilitate 
economy and efflciency and eliminate ae ation. 

Senator O'Conor. As I indicated before, inadequately perhaps, | 
feel we are very much obliged to you. 

We know of the inconvenience it has been for you to be here, and 
we are extremely pleased that the consideration of this matter did 
await your return from Europe. We are very grateful indeed for your 
appear Ing today. 

And, Mr. McCormick, we are indeed indebted to you. 

(The complete statement of Dr. Page, including the appendixes re- 
ferred to, is as follows: 


STATEMENT OF Dr. Rorpert Couturier Pace, CHAIRMAN, NATIONAL Doctors 
CoMMITTEE FOR IMPROVED FEDERAL MEDICAL SERVICES 


Mv name is Robe rt Collier Page I reside in New York City , an t4 vear 


age, and a diplomate of the American Board of Internal Medicine. I am pres 
ently employed full-time as general medical director of Standard Oil ¢ Ne 
Jersey In addition, | am an associate professor and a member of the medica 
advisory council of the Institute of Industrial Medicine of New York University; 
also a staff member of the University and New York Hospital 

In these capacities I have an unusual opportunity to have first-hand knowledg 
of the efficieney which can be obtained by careful, constructive, and coordinated 
planning and execution of medical programs aimed to render competent medic 


service to large numbers of individuals 
During World War I] as & flight surgeon on the personal staff of the Air Surgeor 


and later as Command Surgeon for the First Air Commando Foree which par 
ticipated in the first air invasion of Burma, I gained on-the-spot knowledge of t! 
medieal needs of the armed services. Prior to the cessatio ilities, I wa 
in charge of the professional services of the Personnel Distribution Command 
working in association with Dr. (then colonel Howard R k int field of rehal - 
tation I was discharged in the rank of lieutenant colonel 


Currently and for the last 12 months, voluntarily and in the spirit of public 
service, Without compensation or any ulterior motive, I am serving as chairman 
of the National Doctors Committee for Improved Federal Medical Services 
This committee, an affiliate of the Citizens Committee for the Hoover Report, was 
established as a means of informing two-hundred-thousand-odd physicians in our 
country of all the pertinent facts in the field of national health as ascertained by a 
survey made by the Hoover committee. 

The medical advisory board of this committee is composed of specialists repre- 
senting all 20 branches of the medical profession. 

All members of this board, as well as the chairman of each of the 48 State 


l 
} 


committees, like myself, have given their services gratis and in the spirit of 
public service. 

The National Doctors Committee has two primary objectives—first, the 
coordination and organization of Federal medical services so as to provide maxi- 
mum and efficient service to the beneficiaries of Federal medical services at a cost 
within the capacity of the taxpayer to pay; and secondly, to conserve and utilize 
to the maximum the Nation’s supply of trained doctors, nurses, and technicians. 
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The aim and motto of this temporary organization is “not more government in 
medicine but better medicine in government’’. By no stretch of the imagination 
is this group urging so-called socialized medicine. On the contrary, each and every 
one of the 3,000-plus members is totally opposed to the very idea of socialized 
medicine in any form. 

We are alarmingly aware that the Hoover Commission’s recommendation to 
unify and streamline the thirty-five-odd competing and overlapping Federal 
medical systems has, to date, received scant attention except for brief hearings in 
July 1950. Until now, further hearings have lain dormant. 

Our committee feels that the Federal health needs of the Nation are a doctor’s 
problem. Whatever steps the Federal Government takes in the field of medicine 
affects the health standards of the Nation as well as the medical profession. It 
seems to us that the Congress would like to know how the Nation’s doctors feel, 
individually, as contrasted to the large medical organizations whose machinery 
doesn’t always function rapidly enough to reflect the current views of its members. 

The National Doctors Committee numbers about 3,000 doctors, headed by a 
chairman in each of the 48 States. These doctors have been sounding out the 
members of their respective medical organizations and their associates. I can 
assure you that the great majority feel it is imperative that steps be taken to 
correct the abuses in the present system which have fostered the maldistribution 
and stockpiling of doctors; the wasteful and confused practices between Govern- 
ment medical organizations, unjustifiable expense to the citizens, and very often 
inferior services to beneficiaries. 

As four distinguished members of our National Doctors Committee—all 
learned in the medical arts—Drs. Garlan, Hull, Klinefelter, and Pratt—have 
already appeared before you in support of S. 1140 and have discussed the Hoover 
commission’s proposals in detail, emphasizing respectively the general benefits of 
unification and coordination to the entire Federal medical system; the tremendous 
advantages to be gained in the field of research and preventive medicine; the more 
effective and efficient service that could be rendered and be available to veterans: 
and the provisions for adequate care of the general public that would be available 
in the case of an atomic war, it is unnecessary for me to again review the general 
provisions of the legislation now before vou or the major problems the legislation 
is designed to correct. The extensive hearings you have been carrying on have 
provided you with many points of view on these matters. 

I should like, however, to make a few observations. First, may I express my 
very deep appreciation to you for allowing me to appear to present my personal 
views. Because of my absence from the country when the hearings started, I 
deem it a special privilege to be given this opportunity. 

Lady and gentlemen of the committee, I have just returned from a 2 months’ 
tour of England and the Continent. I visited Norway, Finland, Sweden, Den- 
mark, Germany (the Western zone), France, and England. In each country, as 
in the past, I made it a point to bring mvself up to date in regard to the medical 
situation in these respective countries. I came home feeling more strongly than 
ever that something must be done without delay to protect our way of life in the 
field of medical practice, and that the first step in this direction is to streamline 
our Federal medical system so as to have maximal utilization of medical manpower, 
facilities, and equipment. 

Since my return I have read the testimony of the many witnesses who have 
appeared in opposition to 8. 1140. Frankly, I have learned nothing that changes 
my personal opinion that the creation of a new Department of Health would be 
anything but helpful and constructive to the beneficiaries of Federal medical 
services, the doctors, nurses and technicians who would be a part of the Depart- 
ment, to the taxpayers of the Nation, and to the entire medical profession. 

With your permission, I shall now examine briefly the major objections made to 
the plan for a Federal Department of Health. 

1. Oscar Ewing 

As I see it, Mr. Ewing’s major objections are first, that it is his agency (the 
Federal Security Agency) which should be elevated to departmental status instead 
of having a Department of Health created; second, that the transfer of the Public 
Health Service to an organization like the Department of Heaith would inevitably 
subordinate the public health function to the business of medical and hospital 
care. This vast system, he says, would demand practically the undivided atten- 
tion of the proposed Department’s top level staff; and third, that the health 
activities of the interrelated services of the Federal Security Agency, viz the 
Office of Education, the Children’s Bureau, the Food and Drug Administration, 
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and so forth, would be greatly weakened by the transfer of the United States 
Public Health Service. 

As a doctor, I am not in accord with Mr. Ewing’s line of reasoning in regard to 
points 2 and 3. Under 8. 1140, one of the top level policy makers would be the 
Surgeon General of the United States Public Health Service. This must mean 
that the emphasis of preventive medicine and research in this field would be 
placed in proper relationship to similar activities of the other medical services. 
I am referring now to the ever-expanding problems in this field which are common 
to the Army, Navy, and Air Force. 

This would greatly assist the Federal Government in its over-all mission to 
improve environmental health and the control of contagious diseases, etc., and 
prevent the situation now so apparent in Great Britain where the bulk of money 
under the socialized medical program is spent for curative medicine with little left 
over for research and public health services. 

Mr. Ewing’s argument in regard to the related agencies in the Federal Security 
Agency, I believe, is specious. After all, the interrelated services must now go 
to the United States Public Health Service for information they require. It would, 
in reality, be more practical for them to go to the Department of Health for 
over-all advice. 

As point 1 of Mr. Ewing’s statement is nonmedical; I am not in a position to 
comment. 


Rear Admiral Brown 


Rear Admiral Brown, testifying against S. 1140 for the Department of Defense, 
based his opposition on five main contentions (like Mr. Ewing, no facts and 
figures are included in his testimony): 

(1) Logistic support would be impaired; 

(2) Professional training would not include military considerations essen- 
tial to adequate preparedness for war; 

(3) Hospitals of the Army and Navy within the continental United States 
would be taken away; 

(4) Determination of fitness for duty of hospitalized members of the service 
would be under the control of other than a military or naval agency; and 

5) Adequate free medical care for dependents of armed services personnel 
could not be maintained. 

Admiral Brown’s objections as to training, medical care of dependents and 
determination of military fitness can efficiently and effectively be worked out and 
reconciled at policy-making level. 

As to logistic support, in field training and in war areas, the military would, 
without question, be in control. The bill gives no authority to do it otherwise. 

If the primary aim is to provide maximal professional proficiency in an economic 
vet efficient manner, to my knowledge, no plausible reasons have been put forth te 


) 
date to show why the bed eare needs within the continental United States should 
not be incorporated in the over-all Department of Health. Certainly, Admiral 
Brown has given no compeling reasons why they should not be. In similar 
fashion, Admiral Brown makes the sweeping statement that no economies would 
follow a coordinated medical program, without inclusion of substantiating 


evidence. 
American Medical Association 

If Dr. Walter B. Martin’s statement when testifying for the AMA is carefully 
scrutinized, it is quite apparent that he is more in favor of the principles of 
S. 1140 than opposed. He agrees fully with the necessity for creating a Depart- 
ment of Health. He urges a central control of the construction of Federal hos- 
pitals and the assignment of beds. These two provisions are the basic objectives 
of 8. 1140. Dr. Martin reiterated the belief of the AMA that one way to effect 
Government economy in the medical field is to obtain a clear and up-to-date 
definition of the extent of the Government’s responsibility for furnishing medical 
care in reference to non-service-connected disabilities and the dependents of service 
personnel. 

» Every thinking and honest doctor in the land will agree with this statement. 
So did the Hoover Commission. 

Consideration of this very vital question from the standpoint of efficiency and 
economy would certainly be in the province of the policy-making group of the 
proposed Department of Health. 

Frankly, it is impossible for me to understand how the American Medical 
Association, as we have heard, can be ‘in complete accord with the desire to 
effect economy in the operation of the Federal medical services’’—which certainly 
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is the basic tenet of the bill—and on the other hand avidly oppose 8S. 1140 without 
offering any specific amendments. This negative attitude neither aids the Gov- 
ernment in putting its house in order in regard to its Federal medical obligations 
nor does it aid the medical profession. As a private citizen interested in the 
welfare of the country, I fail to comprehend this attitude on the part of the 
American Medical Association, of which I also am a member. 


The American Legion 


In regard to the American Legion, the testimony of Gen. John Thomas Taylor, 
legislative consultant; Mr. Earl V. Cliff, chairman of the national rehabilitation 
commission; Dr. Winfred Overholser, member, rehabilitation advisory board; and 
Dr. Hyman Shapiro, medical consultant, all of the American Legion, is all of a 
general nature. 

From a medical point of view, their arguments fail to hold water. The bulk of 
their testimony is emotional and not substantiated by scientifie fact. As a 
veteran myself, 1 am astounded at their blind opposition to each and every con 
structive recommendation relative to veterans put forth by the Hoover Com- 
mission. 

The Legion objections which I have been able to pinpoint from the maze of 
generalities are these: 

1) There are no definite specifications as to the professional status of the 
Secretary for the proposed Department of Health and/or the Assistant 
Secretaries 

2) The Deans committee would cease to function because doctors would 
not give freely of their time and services to a Department of Health. 

3) The bill would expand services to veterans and would require more 
hospital beds 

1) Veterans require a special kind of care that only can be obtained in 
Veterans’ Administration hospitals. 

5) Admittance of veterans to Department of Health hospitals would be 
subordinated to requests of other beneficiaries. 

6) Voluntary services of such groups as the American Legion auxiliaries, 
movie, radio, and television stars, ete., would not be available to Department 
hospitals as they are to Veterans’ Administration hospitals. 

Considering each objection in order I have these brief observations to make: 

1. As to the professional specifications regarding the Secretary and Assistant 
Secretaries of the Department of Health, it is my understanding that it is unconsti- 
tutional to limit the power of the President in appointing heads of departments. 
The bill, therefore, does not attempt to prescribe qualifications for the Secretary 
of the De partment of Health. 

As to the Under Secretaries and the Assistant Secretaries, it is felt that the 
tern learned in the medical arts’’ is comparable to the language employed in 
positions of like caliber in the Department of Justice where the term “learned in 
the law’’ has always insured that legally qualified men have held these positions 
The bill specifies that the Senate has the customary right of disapproving unquali- 
fied appointees. 

2. The claim that the Deans Committee would not function if the VA hospitals 
became Department of Health hospitals is, I am positive, a quite unwarranted 
and incorrect assumption. There is no question in my mind, and there are many 
precedents to bear me out, that highly efficient, well organized hospital units 
a'tract the highest caliber of young graduates who are willing to give their services 


for nominal recompense along with experienced doctors and professors who always~ 


give freely of their time to community welfare and the teaching aspect of the 
medical profession. 

3. The American Legion knows that the beneficiaries entitled to Federal medical 
care are prescribed by law Certainly, there is neither intent nor possible way of 
providing additional care. The wording in S. 1140 merely stipulates that the 
Department of Health would insure that the best obtainable medical and health 
care shall be available for all veterans who the Administrator of Veterans’ Affairs 
has determined are entitled thereto under the laws of the United States. Obviousy 
the VA would certify service-connected cases first. The bill itself requires that 
they be given priority. There would be absolutely no change in admittance 
priority. 

4. As a doctor I must grant that the unusual case requires ofttimes special 
attention. Fortunately these are few and far between. It is the duty of the 
professional services division of any medical unit to anticipate for and determine 
the specific need and facilitate the necessary provisions for this need. 
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Taking the Legion’s testimony that nearly 60 percent of all VA cases are tuber- 
cular and neuropsychiatric, it would seem that the handling of this problem is 
subject to immediate review and as such falls directly in the lap of Dr. Magnuson 
and his committee to study the health needs of the Nation. Certainly, it 
shouldn’t be necessary to continuing building large hospitals all over the country 
to take care of the remaining 40 percent patient requirement. I am sure the 
Policy Board of the proposed Department would develop methods and means for 
handling this problem effectively and efficiently. 

5. It is difficult to see how the admittance of veterans under 8. 1140 would be 
subordinated to other Federal beneficiaries. This is presently provided for by 
law. On the other hand, the new Department would almost certainly insure more 
rapid admittance, in more conveniently located bed centers where specialist 
care would be available. 

6. Lrather think that the warm-hearted sympathy and generosity that prompts 
members of the American Legion Auxiliary, the Red Cross Grey Ladies, stars of 
stage, screen and radio to give of their time and energy to entertain and do kind 
things for veterans, servicemen, old peoples’ homes and the like, would not change 
in any way if the Department of Health were to take over veterans’ 

Now, the Legion has made many other statements. 8. 1140, it 


hospitals. 
claims, woula 


not lessen the maldistribution of doctors, it would not prevent the poor location 
of hospitals, it could not control the construction costs of hospitals, it would not 


effect economies. No substantiating evidence was given to support these state- 
ments. On the other hand, the Hoover Commission has produced facts sup- 
porting their contention that the above conditions would be corrected and that 
economies would be ffected by coordinated action. Substantiating « idence has 


already been submitted by previous Withesses for the national doctors committee 


In addition, I should like to submit as part of my statement a report (appendix A) 


by the research section of the Citizens Committee for the Hoover Report 
that total savings of $162,000,000 have already been effected « 


showing 


Hoover Commission recommendations—and the bill hasn’t even been enacted 

The Legion claims that manv of the figures used in the testimony of witnesses 
for the national doctors committee were wrong. The Citizens Committ: ims 
the figures used by the VA are wrong. 

The point of the matter, however, is that no one can give really accurate figures 
on many, Many important aspects of the medical care in the Federal system. 
They just aren’t available under the present set-up. For example, a citizen of 
our $80,000,000,000 Government cannot find definitely—in print: 

. 1) How many active and inactive hospital beds it has 
») 


2) How many patients are in them. 
3) What patient loads are expected over the near and long term 


t 


1) How much money is being spent for medical researc} and w re— 
and why. 

5 ‘ . at? . | . > and at for 

5) Comparative operating costs, per bed, per doctor, and per pati for 


all Federal hospitals. 
(6) How each community of our Nation is equipped to handle present and 
potential hospital requirements. 
7) What manpower is and will be available to staff present and potential 
hospital requirements of the Government and of State and private 
TutioONs., 


The Legion has also misinterpreted the attitude of the national doctors 
mittee in regard to 8. 1140. The witnesses who testified for it 1 


come 


ave gone on 


record as definitely approving the bill. They are, however, open-minded rhe 
entire committee is open-minded. What we seek is a solution to a situation that 
desperately needs correction. What we ask is a similar attitude on the part of 


all groups, concerned with the problem. 
It is unthinkable that nothing can be done to improve the Federal medical 
system; it is unbelievable that further economies can’t be effected in the operations 


of a $2 billion enterprise. It is unintelligent to stubbornly oppose a measure 


without offering some constructive alternative. Andan alternative, to do nothing 
in the situation we are discussing, is not a constructive alternative 
Members of this committee, I have talked at some length. You can gather 


that I feel strongly about the matter. It is my belief that the situation is ecriti- 
cal—far more so than the gentlemen who sincerely opposed the bill contend. 

The Hoover Commission’s proposals are simple, businesslike measures for 
operating the Federal medical system in an efficient and economical way. 8. 1140 
will not dismember anything or anyone. It will not reduce services. It will not 
change the philosophy, the scope or the conduct of Federal medicine. It will, if 
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enacted, provide a better base of operations and its opponents would find them- 
selves better able to provide the services for which they are responsible. 

The conservation of the Nation’s medical manpower, the provision of the 
highest quality of medical care to all citizens, civilian and noncivilian alike, 
the conduct of any adequate research program and a properly organized medical 
system serving equally well all members of the medical profession, are the objec- 
tives we seek. 

I earnestly and respectively bespeak the wholehearted consideration of this 
committee in examining the full impiications of 8.1140. This proposed bill is the 
result of the historic report concerning medical activities made by the Hoover 
Commission in 1949. Prior to that in 1932 an authoritative report of the com- 
mittee of cost of medical care, prepared by a body of 50 distinguished doctors and 
medical administrators following a 6-year intensive study was turned over to 
Congress. The recommendations made at that time are as valid today as they 
werethen. Keports, surveys, etc., are useless unless they are acted upon. Gentle- 
men, it is largely up to this group to see that some definite constructive action is 
taken now. 

In summary this bill calls for a policy-making staff of the highest intellectual 
and professional order and an operating group—whose coordinated action would 
inspire honest rivalry for over-all professional proficiency and at the same time 
allow for efficient coordination of effort on the part of Federal medical service and 
our 79 medical universities whose job it is to train doctors for tomorrow’s needs. 

Education, research, preventive, curative and rehabilitative medicine would 
all be enhanced by such a sound Federal medical program devoted to the health 
needs of the Nation. 

I have taken the liberty of attaching a paper, appendix B, recently prepared 
by me entitled ‘‘The Doctor For Tomorrow’s Needs’’. It bears directly on this 
whole situation. I trust you may find it useful in vour deliberations. 

Again I thank you for allowing me to present this statement. 


APPENDIX A 


SUPPLEMENTARY STATEMENT ON ECONOMIES 
(Prepared by the Citizens Committee for the Hoover Report, April 3, 1952 


The Citizens Committee has made the following statement with respect to 
economies in the field of Federal medical services: 

Vedical activities —The task force made no estimate of probable savings» 
Lack of coordination between the 5 major and 40 minor medical activities costing 
$2 billion annually has resulted in waste of professional and administrative 
personnel and overlapping and unnecessary hospital construction. The task 
force said: 

“<The Government is moving into uncaleulated obligations without an under- 
standing of their ultimate costs.’ 

“Integration and coordination of our enormous and expanding Federal, State, 
and local medical services can save an estimated $100 million in administrative 
costs and $50 million in hospital construction costs.” 

These figures have already been borne out by official statements by the VA. In 
conjunction with the House consideration of H. R. 313, the bill to construct the 
16,000 VA hospital beds, cancelled as a result of the Hoover Commission task 
force report, the Committee on Veterans’ Affairs issued a formal statement in 
which the following official VA quotation was given: 

“The fiseal effects * * * will, of course. be very substantial. Based upon 
present cost levels it is estimated that the cost of restoring the 16,000 beds to the 
Veterans’ Administration program in accordance with the specific directions in 
the bill would approximate $335,600,000. However, the cost to the Government 
must be reckoned not merely in terms of original construction and equipment 
costs, but also in terms of the annually recurring operating costs of the additional 
beds in the event they are constructed and actually placed in operation. Using 
an estimated average operating cost of $12 per day per patient, which is the 
present average operating cost for Veterans’ Administration hospitals, the annual 
operating cost for the patients who could be expected to occupy the 16,000 beds 
would approximate $60,113,076.” 

The saving of $335,600,000 on needless construction is a ‘‘one-shot saving,”’ 
not an annual one. Amortizing this saving on a 5-year basis, the annual saving 
comes out to $67,112,000. Thus the annual figure on construction is somewhat 
higher than the original estimates of the Citizens Committee. The reason for 
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this is that the construction costs as of January 1951 were higher than they 
were at the time the Hodver Commission made its report. The Citizens Com- 
mittee’s figures were based upon the construction costs at the time the Hoover 
Commission made its report. 

In the above quotation, the annual savings in operating costs ‘‘would approxi- 
mate $60,113,076.’ This figure represents a considerable portion of the estimate 
of $100,000,000 made by the Citizens Committee. 

No specific figures have been made available to the Citizens Committee regard- 
ing the actual economies as a result of the increased unification of the military 
medical system recommended by the Hoover Commission. However, according 
to such information,as we have received, the economies which were effected by the 
operations of the Carpenter committee and Dr. Meiling in the Department of 
Defense, made possible the closing of 11,150 beds which entailed an annual 
reduction in operating cost of $33,450,000. Based on the figures we have cited 
above, the economies realized are as follows: 


1. VA construction _ - $67, 120, 000 
2. VA operating costs_- 60, 113, 076 
3. Military medical economies (minimum) _- 33, 450, 000 


The total of these three rough figures equals $160,683,076, or more than was 
estimated from the total of the actions in the medical field. Enactment of the 
bill has not yet taken place. It would not be unreasonable to achieve a further 
saving of 5 percent on the total medical expenditures of $1.5 billions in addition 
to the figures named above, were the bill before you to be passed and vigorously 
administered. 

This would seem to be obvious because the Federal hospital system still over- 
laps and duplicates, thus leading to an inadequacy of personnel and a surplus 
of certain types of facilities, as the occupancy rates submitted to vour committee 
by Dr. Klinefelter so clearly showed. 

It must be pointed out that the budgetary savings which are set forth above do 
not indicate the whole ball of wax. In addition, there would be substantial 
savings, both in terms of the cost as shown in the Federal budget and in terms of 
our economic body proper, if the emphasis was shifted from curative medicine to 
preventive medicine as recommended by the Hoover Commission. 

Fitting evidence to substantiate the fact was made before your committee by 
Dr. Hull in the appendixes to his statement. In exhibit B, submitted by Dr. 
Hull, there are quoted on page 3, figures from the National Association of Manu- 
facturers showing that, in 2,000 plant operations, medical and safety departments 
achieved the following percentage reductions: 


Reduction in occupational disease 62 


we 
Reduction in absenteeism 29. 7 
Reduction in compensation costs 28.8 
Reduction in labor turn-over 27. 3 

Other figures are given in Dr. Hull’s appendixes to his statement. These show 


clearly the value of prevention and the value of research. 

In fact, were these principles extended in the case of 24 million actual or poten- 
tial beneficiaries of the Federal programs, there undoubtedly would be a major 
diminution in the cost. 

Take, for example, tuberculosis. A large percentage of the patients in VA beds, 
at $12 a day, consists of patients staying from 6 months to 3 vears, who are tuber- 
culars. A modern system of preventive medicine might conceivably cut this 
figure in half. On this we cite you from page 6 of Dr. Hull’s appendixes to his 
statement, as follows: 


‘Tuberculosis 


“The National Planning Association has estimated the annual direct and 
indirect cost of tuberculosis to the Nation at $355.6 million at 1943 standards. 
If we were willing to spend $387 million each vear (only 31.4 millions more than 
the amount we are already spending) for a 10-year period, it is estimated that 
the disease could be reduced to such a degree that only $37 million a vear would 
be needed thereafter to keep it well under control, contrasted with the actual annual 
direct cost of $174 million. Thus, the annual saving which might be brought 
about by temporarily increasing expenditures for control would be $137 million, 
plus some $181.6 million which is the computed indirect cost due to loss of wages 
because of tuberculosis. 
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‘Some authorities question the possibility of eradicating tuberculosis, but there 
is general agreement that it could be reduced to a very low level through an active 
control campaign.” 

Periodic chest X-ray of all veterans would be a step in this direction. 





ApPENDIxX B 
[From the Journal of Medical Education, vol. 27, No. 2, March 1952, pp. 91-98] 
Tue Docror ror Tomorrow’s NEEDS 
Robert Collier Page ! 


The attitude of the doctor of tomorrow will be allied to the spirit 
of the beloved family doctor. He will be a practitioner of ‘constructive 
medicine,’’ a scientist trained in considering man as a whole human being. 
He will understand man’s physiology and psychology and he will know 
that changes in man have a way of reacting on his whole environment, 
and vice versa. The vitality of medical education rests with our ability 
to understand and transmit these concepts. 

The ideal medical doctor of the future will be closer to the old-fashioned general 
practitioner than most of us realize. He will be the doctor whose intimate associa- 
tion with the family as a whole has fitted him for taking care of everything from 
delivery of a child through a diagnosis of grandmother’s complaints. 

He will be an exponent of preventive medicine and will have strong opinions 


on public health. His major concern will be to look upon a patient as a ‘‘whole 
human being.’”’ He will try to understand what, to the layman appears easy to 
understand; namely, normal health. And he will have a much keener interest 


in the teaching methods of his alma mater. 

Because the past few vears have produced millions of spoken and written 
words concerning the future of the Nation’s health and the future course the med- 
ical profession must take, it may be stated at the outset that the need for future 
medical planning at the teaching level is a subject requiring immediate deter- 
mination by medical educators themselves, by the practicing physician and by the 
general public. 

It is universally agreed that the complexities of modern medical science have 
made the training through which the upcoming generation of medical practitioners 
must pass more painstaking and more costly. 

We hear currently that the training of competent doctors and medical scientists 
is imperiled by the financial crisis in medical schools. (1) We hear also that if this 
condition is allowed to continue it will adversely affect the Nation’s health. 
Educators remark the potential dangers to academic freedom in the situation. 
Economists have gone on record to this effect It is to the corporation, functioning 
as a pacemaker in finance, that medical and allied science would turn first to avert 
a crisis in the training of physicians, chemists, and scientists. 

To understand how the problem arose and how we may best attack it, we must 
go back 40 vears to the time when Abraham Felxner brought to light what he 


9) (2 


and others regarded as deficiencies in the medical education of those times 3 


In the vears which followed, the training of doctors was put upon a “‘scientific”’ 
basis As a result of this change, which took little consideration of changing 
economie forces, it has become extremely difficult to finance medical education. 
Thus, many medical schools, particularly those which are privately operated, are 
in serious financial distress. Recently, for example, Dr. Lowell J. Reed, vice 
president of Johns Hopkins, stated that an additional $40 million annually would 
be required to maintain adequate progress, and a committee of 12 physicians and 
medical educators who made a 2-year study of medical school grants and finances 
concurred (4 

The committee’s work, undertaken for the United States Surgeon General, 
resulted in a report issued by the Public Health Service (4) showing thet 41 
percent of the medical schools, or about 33 out of 79, have been forced to curtail 
one or more aspects of their teaching programs. These curtailments have more 
generally affected adversely the fields of public health and preventive medicine. 
Training in these areas has either been eliminated or curtailed in five schools. 





Associate clinical professor of industrial medicine, New York University; chairman, National Doctors 
Committee for Improved Federal Medical Services; general medical director, Standard Oil Co, of New 
Jersey 
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A number of others are now unable, because of financial limitations, to establish 
previously planned departments of preventive medicine. 

One proposal has been that enrollment in the medical schools be increased 15 
— (5). On the other hand it has been pointed out that 40 percent of the 
Nation’s physicians were in military service in the Second. World War, leaving 
60 percent to care for the civilian population, and that, in this latter view (6) an 
enrollment increase would result in a surplus of doctors by 1960. 


HEALTH MAINTENANCE IS ESSENTIAL 


The armed services, and intelligent industry, make a strong point when they 
emphasize the importance of health maintenance. But our medical school teach- 
ing is primarily along curative lines. We know, of course, that education, 
research, and wider distribution of servcies have expanded the horizon of medicine, 





and that infection has been brought under control. The research laboratory has 
provided the means and the physician has used them widely Parenthetically, it 


ought to be noted that this very conquest of disease has posed the emerging 
problem of an aging population, with its corollary economic and social questions; 
in short, the major problem of geriatrics. 

Today, as we build up our Armed Forces and put more and more doctors into 


i 


uniform we cannot escape the fact that most of these men, field surgeons excepted, 
have only a casual interest in routine medical military service. And it is routine, 
for the armed services are concerned with the healthy man and woman and the 
maintenance of that health. In this respect, the medical needs of the Armed 
Forces and industry have much in common. The ill soldier is of little use in 
combat. Likewise, in industry the ailing employee lessens rather than increases 


1 
production. Industrial management, like the general in the field, is only interested 
in the healthy individual. 

There is much that the medical schools could do to alleviate this need. If the 
medical schools are forced to step up their production line to a 3-vear schedule, 
it would be fitting for the underlying theme of this teaching to be Normal 
Health and How Best Can It Be Maintained? 


Two acknowledgeable benefits to all parties concerned would automati 


V matically 
follow. The young doctor would be trained to cope with the immediate needs 
of military medical service. He would be happy in his assignment of health 
maintenance in contradistinction to the doctor in World War II who was con- 
stantly on the alert for diseases which were never found. The general morale 
of both the GI and the Army doctor would be high. There would be less need 
or occasion for the soldier to seek advice and guidance across the drug-store 
counter, a practice of ever-increasing momentum and magnitude in the United 
States today. This situation is rarely discussed at the teaching level of medical 
education. It is a known fact that some pharmaceutical houses devote a con- 
siderable amount of time and effort to ways and means of selling drugs across 


the drug-store counter without prescription. How many millions of dollars are 
spent in this way each year by the unsuspecting or ignorant citizen has never 
been recorded. A practical program of health education with emphasis upon 
“normal heaith’’ would do much to offset this deplorable situation 

At medical school the emphasis today is placed on an accurate diagnostic 
approach and the application of drugs for therapy. The years pass and private 
practice increases for the average doctor. Time becomes more pressing, and the 
pressure seems to justify a greater exercise of the art of symptomatic therapy, 
an art which is given a tremendous lift by the many pharmaceutical houses through 
their instructive, handsome, illustrative literature which, in too many instances, 
wields a magnetic spell over many physicians 

What are the medical schools doing to overcome this acknowledgeable defect in 
the training of the doctor for tomorrow’s needs? Fewer departments of preventive 
medicine surely cannot be considered a step in the right direction 

Have the medical educators decided that the medical teaching of today is fitting 
the doctor for the medical needs of tomorrow? 


SPECIALTY TRAINING ONLY AFTER PRACTICI 


The preclinical years of medical teaching are an ideal time to instill facts and 
concepts of health maintenance in the mind of the doctor of tomorrow. If the 
foregoing line of reasoning be accepted, it is certainly one plausible approach to 
the crying need for better medical care for the public at large. After several years 
of Army service the young doctor would be well on the road to being ‘‘the fine 
general practitioner of old.’”’ Upon discharge from military service or at any time 
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during this phase of his career when it was determined by himself, as well as by 
his peers, that training in the art of ‘curative care’’ in any one of the specialities, 
medicine, surgery, or their subdivisions, was the future path for him to follow, 
ways and means for him to follow this natural desire would be within his grasp. 
An equitable distribution of talent in the various fields of medicine‘probably would 
follow. Future doctors would go through a practical period of indoctrination 
as general practitioners before aspiring to become specialists. A better state of 
morale and mutual understanding within the profession would ensue, with result- 
ing more efficient medical care to the public at large. Likewise, more doctors 
would be trained for the medical needs of industry. 

Industry, in turn, might well support financially such a teaching program in the 
various medical schools. Furthermore, there is reason to surmise that the United 
States Public Health Service would look kindly upon such a change of concept 
of medical teaching and support it. 


GERIATRICS ASSUMING GREAT IMPORTANCE 


The medical problems of the aging are daily paramount importance in the health 
affairs of the Nation. The sociological and economic factors require ingenuity, 
tact, understanding, and sympathetic appreciation on the part of all persons who 
participate in any way with any one of the many associated aspects. Physicians 
properly trained in the speciality of geriatrics would be, in my opinion, of in- 
estimable value in helping to solve the present dilemma and mapping out a con- 
structive program to follow in the years to come. 

Again, the solution to this problem can best be approached by preparation at 


the basic teaching level. Geriatrics as a specialty is quite new. There are, as 
yet, fewer than 500 acknowledged authorities on the subject in the United 
States. (7) The geriatric approach is not confined to the specialist alone. Many 


general practitioners understand the problem very thoroughly. They have 
gained their breadth’of vision and personal understanding of the situation by 
actual practical experience in the field. It is debatable how much their basic 
medical education actually helped them to become proficient in this field. The 
general practitioner’s intimate association with the family as a whole, his periodic 
visits to the home, at childbirth, to see Jimmy with the mumps, has unconsciously 
prepared him for a more conscientious interpretation (diagnosis) of grandma’s 
complaints when she reports to his office for medical advice, unbeknown to her 
daughter. 

What the general practitioner, or any other person, for that matter, is unable 
to do is to prescribe efficiently or effectively for the sociologic and economic 
aspects of grandma’s problems, if she is a dependent, unless new methods of ap- 
proach lead to competent understanding of the situation and become common 
knowledge to the many persons concerned. 

Grandma is a person who has lived her life. She has ideas, and ideals, based 
upon her lifetime of experience. She has feeling, a mind and body which, upon 
careful examination will indicate how well she has withstood the stresses and 
strains of life. Many of her complaints might well be considered within the normal 
range, if adept consideration were given to anticipated physiological changes 
expected in a person of a given chronological age. It is the interpretation of 
these complaints and how well they are explained and remedied by the attending 
physician, which denotes his skill. Practical, understanding psychothereapy is 
many times more efficacious than the latest “costly medicine” for “incipient” 
hypertension. 

PREVENTION MUST BE STRESSED 


To meet the increasing demand for this type of therapeutics, the doctor of 
tomorrow must be selected with thisin mind. In circles outside of medical schools, 
doctors often are heard to say that ‘proper selections are not made,’’ and that the 
‘‘all-A”’ student from college does not necessarily become the best doctor; that the 
preclinical professors, and some of the deans who are not themselves medical 
doctors, are not close enough to the basie problems of medicine the young doctor 
soon encounters when he goes into private practice. 

This indicates to me that perhaps there should be a better understanding within 
the profession as to what exactly the training of the future doctor should be like. 
Fortunately the broad concept of medicine is changing, and in a way that makes it 
more likely that the medical profession will soon be alert to the many great 
problems confronting it. More and more thought must be given to the pre- 
vention of disease, rather than waiting until disease is established and must be 
cured. 
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Dr. James B. Conant, (8) president of Harvard, stated one aspect of the case 
when he said, ‘“To train enough professionals to keep all the people well by curing 
disease would involve expenditure of so large a fraction of the income of any 
nation as to make the cure less attractive to the taxpayers than the disease. 
Indeed, if we tried to do the job today without our present knowledge of pre- 
ventive medicine and public health, the situation would be hopeless.” 

The very terms “world health” and ‘‘preventive medicine” have only lately 
become familiar to the average citizen. I would like to see the term ‘‘constructive 
medicine” (as adopted by Stieglitz (9)) gain widespread use because I believe it 
implies something more than what is included under the term ‘‘preventive med- 
icine’ and that is the objective of making the individual and his environment as 
compatible as possible, with respect to general happiness and morale, as well as 
his actual physical health. 


CONCEPTS ARE CHANGING 


Our concepts of the essential nature of disease itself are changing. The new 
humors, hormones, enzymes, electrolytes and other chemicals of the body, are 
now being examined with the interest formerly reserved for anatomy, physical 
diagnosis, and microscopy, giving us new ideas about common denominators in 
disease. It is becoming clear that disease is not limited to an anatomical part, 
an organ, a tissue or a system, but affects the entire organism 


We who confine our interests to constructive medicine are aware that a disease 
which may be limited morphologically to a tissue, actually affects not only the 
normal function of the entire organism, but also may set in motion a subtle 


progression of reverberations, psychologic, sociologic, and economic, extel dit pe 
far beyond the sick person. We are constantly reminded that a human being 
lives in equilibrium with his environment and that in some degree he affects and 
is affected by all the conditions that surround him. Our attention is being focused 
more and more upon the remarkable new advances toward an understanding of 
the degenerative and metabolic diseases. The epidemic and endemic infectious 
diseases, and the problem of deficient nutritioa, are problems essentially under 
control, 

Reeent knowledge gained through the use of cortisone and ACTH has almost 
revolutionized our concept of the nature of one great group of diseases But we 
must not, in our enthusiasm for scientific discoveries, neglect the combination of 


thousands of scientific phenomena which we call a human being. The major 
concern of constructive medicine must be total health. Therefore, we have to be 
concerned not only with the important fundamental discoveries and researches, 
but also with immunization, nutrition, hygiene, safety, human relations, and 


education. 

The multitudinous and arbitrary compartments into which illness has previously 
been subdivided are no longer watertight. Rheumatoid arthritis merges with 
rheumatic fever and lupus erythematosus. We are thinking more of disordered 
cholesterol metabolism in connection with arteriosclerosis and less of the various 
ways in which it may be subdivided into pathological entities that fit with the 


y 


appearance of dead tissues. The latter type of study will retain an importance 
of its own, of course, especially for the purpose of differential diagnosis in individual 
cases, but it is encouraging that we are becoming less concerned with findings that 


set diseases apart, and more interested in the search for ‘“‘common denominators.”’ 

This modern assault upon artificial barriers has even brought us to the point 
of distrusting any absolute division between the states of health and disease in 
general. Whatis normal? What is health? Is it a question of what is average? 
Or is it merely the absence of demonstrable disease? My own view is that states 
of health and disease may merge imperceptibly together, and that what is health 
under one set of circumstances, is disease under another. 


RULES MUST BE FLEXIBLE 


The fetish of retirement at age 65 is a subject widely discussed at present. I 
wonder if this idea of retiring everyone at that particular point is not an extension 
of the old fallacy that we are all created equal, without defining the nature of the 
equality. Physical and mental endowment, as well as circumstance, combine to 
make us anything but equal, and our inequality is particularly evident in terms of 
durability. One man is still at his best at 70, while another is worn out at 50. We 
need to find the means for objective measurement of biological, as contrasted with 
chronological, age. Until we do have reliable ways of doing this the figure 65 
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is perhaps a useful expedient, but the retirement age should not be regarded as 
being fixed at that point invariably. 

Constructive medicine must be quick to use valuable new tools and ideas. This 
means that doctors of tomorrow must have flexible minds. Unless we limit 
ourselves to research in a special field, we must be careful to avoid the development 
of compartmentalized minds. We will be called upon to be sociologists, psy- 
chologists, economists, and businessmen as well as physicians. It is only by com- 
bining the necessary features of each that we will do our job well. First we will 
be physicians, of course, but the good physician has always made an effort to 
understand the environment in which his patients live. 

It has never been enough for any doctor to confine himself to the content of 
textbooks of medicine. At the present time we are more aware than ever that 
artificial barriers to thought must be broken down, not onlv within the science of 
medicine itself, but also where they tend to isolate medicine from related arts 
and sciences. The ultimate goal, after all, is, as Mverson stated it, “‘to understand 
man,’’ and the doctor of tomorrow must be equipped to pursue the study of man. 
In time, many diseases now considered as disease entities, will be included in 
“phvsiologic changes compatible with age.’”’” More and more people will be con- 
sidered ‘‘normal.’”’ What a tremendous effect this will have upon the general 
morale. No doubt the pharmaceutical branch of the family will find a more 
constructive outlook, with decreasing emphasis upon the curative aspects of 
disease. 

SOCIAL RESPONSIBILITIES OF MEDICINE 


The social responsibilities of the medical profession are of ever-increasing 
magnitude. John Romano, (10) speaking before the Buck Hill Falls Conference 
in 1948 on Education for Professional Responsibility, stated that the function of 
medicine is ‘“‘to acquire knowledge and to apply it to promote health, to prevent 
disease, to free man and to belp man free himself from the enslavement of pain, 
illness, and physical disability, and from the equallv great enslavement of morbid 
fear, guilt, and neurotic personal and social restriction, in order that man can 
function to his maximum capacity as a conscious, intelligent, rational, free human 
being.”’ Thus it mav be said that the responsibility of the doctor of tomorrow 
will be to aid all others in the effort to preserve peace and improve the general 
social status of man. If the problem is man and not the vicissitudes of this 
“materialistic”? age why shouldn’t the medical profession assume this larger point 
of view? Medicine is the study of man’s physiological and psvchological ele- 


ments. It should be the best equipped profession to give vital assistance to 
human problems. 
The doctor protests when one suggests that he lacks a social conscience. He 


will immediately tell you about the time he gives to clinies, and the patients who 
are cared for by charities, and the courtesies which he has extended as an in- 
dividual. Commendable as all of this is, it has little to do with the big picture. 
It does not get to the root of the matter. It is not even a guaranty that he under- 
stands the causes which have necessitated the charities. We have usually pre- 
ferred to spend large sums of money in collecting funds for charity rather than the 
necessary amount eliminating the need for that charity. 


SURVIVAL THE REAL PROBLEM 


The problem of survival should be clear to all. The urgent need for each pro- 
fession to devote its energies in solving the problems should be equally clear. It 
is important that we get ‘at the reasons why man finds himself in his present 
dilemma. 

The medical profession is the best equipped to understand man as a physiologi- 
eal and psychological human being. To do this in the best possible manner there 
is a need for reevaluation of the entire medical education program. Seciety 
demands that its doctors fulfill that responsibility to civilization which the prob- 
lems of that civilization have presented to us all. 

Much constructive work is still to be done within the profession. A united 
front is nonexistent at the present time. Some educators. still far distant from 
the actual firing line, are wont to carry on in the fashion of cld, even though it is 
the general consensus that this is now economically impossible. Positive ap- 
proaches to these problems have been, to date, relatively meager. 
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ALUMNI SHOULD BE ACTIVE 


There are 178,000 practicing physicians in the United States today. These 
physicians are, for the most part, graduates of the 79 accredited schools. (6) Yet 
how many of them actually play an active role in the medical affairs of their alma 
mater? Too often, when a doctor receives his diploma and goes into practice, he 
hears nothing further from the school until there is a drive for funds. When he 
returns to help celebrate an anniversary, he meets many of his old classmates who, 
like himself, are outwardly impressed by seeing first-hand what they have read in 
the literature in regard to the recent advances. Inwardly they are often chagrined 
at the lack of interest and insight of the medical men at the teaching and pro- 
fessorial level with the medical problems confronting the physican at the grass- 
roots level. 

Medical educators might well take heed and accept advice from their alumni. 
Each one should be considered part and parcel of the school which ‘‘spent so 
much more’ to train him than he paid in actual tuition. These graduates, 
actually few in number for any given school, are constantly in touch with the 
public at large and at the same time almost completely segregated from their 
professional associates. The universities, if they were on their toes, would know 
each graduate by name and the caliber of medicine he practices 

The university faculty, by moral persuasion alone, providing there is enough 
personal contact, could not only control byt keep at optimal level the caliber of 
medicine practiced by their various graduates. The graduates, in turn, would 
feel free to discuss their problems and by so doing would have a direct and 
ficial effect upon the manner and mode of present-day medical teaching. 


TO PREPARE FOR TOMORROW'S NEED 





The responsibilities of the medical profession are many Ihe st important 
is to prepare the doctor for tomorrow’s needs, retaining the ideals and the spirit 
of integrity upon which the medical profession was founded. This is the doetor’s 
job and must be done by the profession within thi protesslo a Aline 1 CO pete 
right about face at the basie level of medical educatior be required if we are 
to fulfill the funetions of medicine ‘“‘to aequire knowledg i 1 to apply it ) 
promote health, to prevel t disease , to free man, and t help i free HimMs n 
the equally great enslavement or morbid fes guilt, and me ce pers ind 
social restriction in order that man can funetion to his maximu capac sa 


conscious, intelligent, rational, free human being 
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STATEMENT OF CHARLES E. LOFGREN, NATIONAL SECRETARY, 
FLEET RESERVE ASSOCIATION 


Mr. LorGren. Yes, sir. 

Senator O’Conor. Mr. Lofgren, you are the national secretary of 
the Fleet Reserve Association? 

Mr. LorGren. Yes, sir. 

Senator O’Conor. Very good. Might I ask, sir, whether you have 
a prepared statement that you would like to submit? 

Mr. Loreren. Mr. Chairman and gentlemen, I have no prepared 
statement. I simply wish to appear before the committee in response 
to a directive I have received from my executive committee, to 
request that the Fleet Reserve Association be placed on record i 
opposition to Senate 1140. 

May I say that the Fleet Reserve Association is composed of career 
enlisted men of the Navy and Marine Corps in the active service in 
the Fleet Reserve and on the retired list. And, incidentally, Senator 
O’Conor, we have two very active branches of our organization in the 
State of Maryland, at Baltimore and Annapolis. 

Senator O’Conor. I am well aware of them. 

Senator ScHorpret. Might I ask: Are these professional medical 
folks? 

Mr. LorGren. There are no professional medical people in our 
group. They are merely in the Medical Department, enlisted men 
in the Hospital Corps, along with all other specialties in the Medical 
Service. 

Senator SCHOEPPEL. I was wondering. 

| confess my ignorance of your set-up. But I was wondering if 
there are professional medical men as a part of your organization. 
That is what I was wondering about. Or whether they are enlisted 
men who are in certain types of the medical service in what is con- 
sidered a nonprofessional medical care capacity. 

Mr. LorGren. Among our membership, Senator, are included, 
of course, members of the Hospital Corps, enlisted ratings. A few of 
those enlisted men are temporary officers in the Medical Services 
Corps, but they are not medical officers. 

Senator ScHorpre. I see. That is the thing I wanted to clear up. 

Mr. Lorcren. My organization, being composed of career enlisted 
men, feels a loyalty to the service. And they have enjoined me to 
make representations in opposition to this bill. They feel that the 
Navy is well able to take care of its own in its naval hospitals. And 
we are particularly pleased to know the progress that has been made 
in unification, so that the men of the Navy may be integrated with 
the men of the Army in connection with the need for hospitalization, 
and vice versa 

In my work as national secretary of the Fleet Reserve Association, 
[ have had considerable experience with the Veterans’ Administration. 
I want to go on record as saying that so far as my observation is 
concerned, the Veterans’ Administration is doing a good job for the 
veterans of the armed services, including some of my own people on 
the retired list, who are entitled to medical treatment in veterans’ 
hospitals. They are well satisfied with the treatment that they are 
receiving from the Veterans’ Administration, and our organization is 
particularly proud of the fact that one of its own is head of the Medical 
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Corps of the Veterans’ Administration at the present time, a retired 
officer of the Navy, a very distinguished gentleman and a surgeon. 

I think that will conclude my statement, except that I wish to 
thank the committee for the opportunity given the Fleet Reserve 
Association to present its views. 

And when I report back to my executive committee with the word 
that the Bureau of the Budget has gone on record as saying that the 
enactment of this legislation is contrary to the program of the Presi- 
dent, I am sure they will draw a measure of relief. 

Thank you Mr. Chairman. 

Senator O’Conor. We were quite happy to hear you, Mr. Lofgren. 

That will conclude the hearings on this bill. 

I would like to express the appreciation of all members of the 
subcommittee for the thoughtful testimony which has been presented 
on this most important matter. 

(Whereupon at 12 noon, Thursday, April 3, 1952, the hearing 
was closed.) 
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